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A CASE OF MULTIPLE PERSONALITY.* 


(Motion PicturE PRESENTATION. ) 
By CORNELIUS C. WHOLEY, M. D., PittspurcnH, PENNA. 


A very long history lies back of the development of our present 
day conception of the meaning of personality. The prosopon or 
mask worn by the actors in the early Greek drama is given, as you 
know, as the origin of the term “ personality.”” This word, proso- 
pon, representing the character or personality assumed by the actor, 
became transformed into persona under the Romans. Hence the 
phrase, “ dramatis personz.” 

In the past, the decisions of philosophers, theologians, medicine 
and the law, as to the meaning of personality, have had weighty 
significance for humanity. For centuries, theologians were in bitter 
controversy over the meaning of the personality of God. Such 
discussions finally led to the general acceptance of persona or per- 
sonality as meaning “the solid permanent concrete essence of a 
thing—the real substance underlying a thing—the characteristic 
nature of a thing.” + To this were added the qualities of “ self- 
consciousness, moral purpose, aesthetic emotion and intellectual 
capacity’ + as distinguishing the human being from the animal. 

Descriptions of personality types have ranged from Hippocrates’ 
crude classification of sanguine, phlegmatic, melancholic or chol- 
eric, depending upon the particular admixtures of bodily humors, 
through Sigaud’s cerebral, muscular, respiratory and digestive 


*Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 31-June 3, 1932. 
+Thomas J. McCormack, LL.D.: Paper read before the Institute for 
Juvenile Research, Chicago, February 15, 1930. 
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types, to Jung’s more modern definitions of extravert and introvert 
on the psychic side, and to Kretchmer’s corresponding physical 
types—the thick-set, short or pyknic and the tall slender athletic 
or asthenic. 

Such modern contributions as those of Jung and Kretchmer, to 
say nothing of Bleuler, Meyer, White and many other authorities, 
represent what present day psychiatry is doing in the way of broad- 
ening our understanding of personality. It supplies us with an in- 
sight which goes far deeper than the popular superficial ideas of 
personality as consisting of a pleasing or magnetic character, or 
having charm or “S. A.” or being grouchily disposed. It has 
penetrated into the biologic determinants of personality develop- 
ment and has evaluated such ingredients as those designated 
schizoid, cycloid, hysteroid, epileptoid and endocrinoid. It clarifies 
the interplay of these and other factors and has furnished an 
understanding of the mechanisms and dynamics of the ego or per- 
sonality which goes beyond the conception of students of little 
more than a generation ago. This greater understanding of per- 
sonality afforded by modern psychology and psychiatry will un- 
doubtedly register a more noticeable influence upon the social, legal, 
ethical and religious activities of modern civilization than has 
resulted from any previous personality interpretations. It seems 
safe to predict that the present era of psychologic and psychiatric 
advance will, in the future, be regarded as a renaissance in these 
fields. 

The development of personality means, of course, the develop- 
ment of the ego. Ego and personality are identical but the term 
personality implies that the ego has progressed to the point where 
the individual may be regarded as possessing personality qualifica- 
tions. An infant is an ego but as yet undifferentiated in his own 
mind from other egos or personal identities. It is not until an indi- 
vidual possesses a consciousness of self, until he reaches the “| 
am I” stage that he can be looked upon as a personality. To give 
a simple definition of personality we may say that it is the end 
product or expression of all the physical, emotional, intellectual 
and volitional constituents of a human being. When the elements 
constituting personality with its secure sense of its own identity 
or ego are interfered with, there arise various changes in person- 
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ality. You are familiar with examples of such changes in hyster- 
ical, paranoid, dementing and delirious psychoses. 

Hysteria furnishes some of the most remarkable examples of 
such changes in personal identity. The case of multiple personality 
which I am presenting today is one of major hysteria. In this 
condition, the normal or original personality is pushed aside or 
held in abeyance and is replaced by an independent grouping of the 
elements of consciousness on a lower, simpler, more childish plane. 
That part of consciousness which can no longer cope successfully 
with some stressful situation, succumbs by ceasing to recognize the 
problem or to continue the struggle. Sense of duty, obligation, 
high moral principles, propriety, and so forth, are levelled to a 
standard which enables the individual to meet life in a carefree 
manner devoid of conflict. It is a psychogenic adjustment similar 
toa conversion hysteria. The cleavage or dissociation in multiple 
personality involves the personal identity by attacking conscious- 
ness as a whole, whereas, in conversion hysteria, consciousness is 
involved in a more fragmentary manner, affecting an organ or 
viscus or extremity, and producing such symptoms as paralysis, 
blindness, or digestive upset. 

When such somatic or bodily symptoms occur, there is a cutting 
off of only a part of the individual’s control of his organism. In 
multiple-personality states, however, parts of the mind, or psyche, 
are split off and the parts become egos, each in its turn presiding 
over the organism. Other conditions similar to the states which 
occur in split, or multiple, personality are familiar to us. The dis- 
sociation of sleepwalking, or somnambulism, is a transient and 
simple example of this same psychic mechanism. A split-off per- 
sonality state occurs also, in more complicated form, in certain 
cases of chronic alcoholism, as in the so-called alcoholic ambula- 
tory automatisms where the patient may find himself living and 
working in a distant city with no memory of how he got there. 
Dissociations of personality likewise occur as psychic manifesta- 
tions in epilepsy. 

The celebrated case of Miss Beauchamp, the patient described 
by Dr. Morton Prince in 1905 in his “‘ Dissociations of a Person- 
ality’ is so similar to the case I am presenting today that a few 
comments upon his case will clarify my own. The young woman 
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of whom Dr. Prince made such exhaustive study, presented four 
distinct, well-defined character entities or personalities. All of 
these might appear in the short course of one day, alternating with 
one another, coming and going much after the fashion of charac. 
ters in a play. Again, one or the other of the dominant personalj- 
ties would occupy the stage for long periods of time—weeks, or 
months, and even longer. This change of character, a kind of 
multiplied Dr. Jekyll and Mr. Hyde existence, with its face-about 
in habits and intellectual and social aims, made life a puzzling 
affair for Miss Beauchamp. 

She was a young college woman of noticeable scholarship, ability 
and culture. When she first came under Dr. Prince’s observation 
he encountered a woman of great dignity and reserve, somewhat 
timid, but known among her friends as a girl of exceptional in- 
tegrity and deportment. It was soon discovered, however, that by 
some extraordinary transformation, there appeared in the form 
of this individual a person of entirely different behavior and char- 
acter. In the role of the second personality, Miss Beauchamp 
would appear at the office, not as the modest, dignified young 
woman the doctor had first met, but as Sally, a bold impish hoyden. 
Instead of being frank and reserved, she was tricky and flirtatious. 
In short, he found himself at times facing a patient exactly the 
opposite in intellect, feeling, and behavior from the scholarly Miss 
Beauchamp. He presently discovered that even a third and a 
fourth personality might hold the stage in the character of the 
patient. The various personalities seemed to come and go for the 
most part without rhyme or reason; each carrying on its own 
activities, intent upon its own ambitions and pleasures, indepen- 
dent of, and regardless of, the welfare of the primary Miss 
Beauchamp. 

In certain instances, one personality would be antagonistic to 
another, especially to the true Miss Beauchamp. For example, the 
most fully elaborated second personality known as Sally (the im- 
pish, mischievious character) delighted in making things difficult 
for Miss Beauchamp. Miss Beauchamp was afraid of spiders. 
Sally, when in the foreground, put a box of spiders on the writ- 
ing desk so that when the original Miss Beauchamp’s role of con- 
sciousness returned, she would be terrified. Again, the modest 
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Miss Beauchamp would come to herself in undignified postures 
assumed while the Sally personality was in ascendency, causing 
her much embarrassment. 

These clear-cut contrasts of behavior represented opposing 
groupings of ideas and feelings in the psychic life of Miss Beau- , 
champ. As has been said, each grouping, as it was dominant, 
carried with it the ego identity of the individual. 

The great difference between my case and that of Dr. Prince is 
that while his patient, Miss Beauchamp, was a young woman of 
position and education, my patient, Mrs. X., is a girl of humble 
origin and environment, and few educational advantages. Both 
girls, as children, were manifestly neurotic ; in each there is a his- 
tory of “ fainting ”’ spells in childhood; of sleepwalking, or som- 
nambulistic episodes; of attempts to “run away.” Neither was 
able to pursue a given task for any length of time. Both were 
day-dreamers ; both came into sharp conflict with one or the other 
parent. To sum up, there were numerous stigmata of hysteria in 
each, and allowing for the difference in social opportunity, a 
remarkable parallelism in career, and in the number and types of 
personality states developed in each. 

I should explain to this audience of psychiatrists that an effort 
has been made to present the case in a manner to interest the gen- 
eral profession and other groups to whom it might be of value. 

I first saw Mrs. X. in the spring of 1923. She was 21 years of 
age. She presented a history of nervousness in childhood. She 
was born at seven months. She cried excessively for the first 
year. She was always restless; liked to “ run away.” She began 
having fainting spells at nine. In the first “spell” the girl was 
found limp, unconscious and cyanotic. These early “ spells ” lasted 
but a short time ; sometimes in them she would laugh and cry, and 
she would, as related by her mother, “ shake all over in coming 
out of them,” would seem confused, and retain no memory of the 
episodes. At that time the attacks occurred at intervals of several 
weeks ; occasionally months apart. At times she would say her 
arm hurt her, again she would have a stiff leg. At one time she 
was unable to walk for two months. She would say that she had 
no feeling in her legs. It is easy to see that she was presenting 
definite hysterical symptoms. 
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As a child she did not get along with other children. She was 
constantly fighting with the children in the neighborhood. She was 
always in hot water with her father ; never helped about the house, 
and when pressure was exerted to make her help, a “ fainting 
spell” often resulted. Her father often punished her severely for 
not helping her mother ; he thought she was “ just putting on!” 
She early showed a tendency to confabulation and exaggeration. 
She never seemed to know about bad things she had done. The 
girl complained that everybody lied about her. (This indicated 
early amnesic dissociations. Not knowing things she had done, 
she thought the reports were lies.) 

Later the girl developed a passion for the movies, and would 
get excited over them; could relate the scenes in detail. She read 
many light novels, would read in bed all through the night. She 
would get excited over the love stories, and tell them over and 
over. She was constantly romancing. (This emotional response 
is interesting in view of the fact that later as her split-off person- 
ality developed she would emerge as different imaginary charac- 
ters. Evidently she identified herself with various characters she 
had encountered in the movies and in fiction. For instance, at one 
time she became “ Lucille,” a Chicago cabaret girl who could toe 
dance. Again she emerged in a split-off state as a “ society girl,” 
relating while in this personality, that a wealthy man whom she 
had refused to marry had kidnapped her, and put her in a house 
of prostitution. Again she was a “ New York woman” who was 
married, but had a secret lover. In her early romancing over stories 
anl movies she was laying the foundation for her later indentifica- 
tion, in split-off states, with her fictional heroines. ) 

She went to work at 14 but could never hold a job for long. 
When she was older the parents opposed her going about with 
the man she afterward married. One day after a violent quarrel 
with her parents about this fellow, she fell on the stairs uncon- 
scious ; she remained unconscious, limp, eyes closed, for 48 hours 
(trance). (It will be recalled that earlier in life she had under- 
gone similar spells of shorter duration, usually when opposed in 
what she wanted to do.) The doctor who saw her said she was 
all right, pulse fine, that she was just hysterical. When she came 
out of the attack she knew nothing of it. During the spell, at times 
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she sang, called her lover ; said “ George, mother likes you”; then 
“Mother loves you.”’ The family hit her, pinched her, threw water 
on her, without any effect. (This attack represents a dreamlike 
dissociation in which she was realizing her wishes that her parents 
would accept her lover.) 

The father was stern with the girl in regard to George, and the 
spells continued, at frequent intervals. Finally she married the man. 

Her marriage has been a stormy affair. It was during the earlier 
part of her married life that her mental dissociations elaborated 
themselves into a definite second personality, taking form in the 
mischievous character-entity which I have called “ Susie.” Her 
husband related that astonishing changes in her behavior took place 
after her first baby came. At times he would come home to find 
her domestic, interested in her house, taking all a normal mother’s 
fond care of her child. Again he would return to find the baby 
neglected, apparently forgotten; the mother would be out aim- 
lessly parading the streets, gazing into shop windows, and carry- 
ing on with strange men. The husband would upbraid her and 
take her home, where often she would suddenly change from this 
frivolous person into a serious, conscientious mother-type. She 
would vehemently deny her escapade, or even any absence from 
home. Once he confronted her with a man with whom he had 
found her flirting, and she still angrily denied any knowledge of 
having seen the fellow. 

The husband believed she was lying, and finally resorted to 
beating her as a “cure” for her unwifely escapades. This pro- 
cedure served but to augment the personality-dissociations, mak- 
ing it the more urgent for her to get away from the obligations 
of marriage. It was here in these prankish escapes from the 
humdrum of domestic life, that the flirtatious “‘ Susie” person- 
ality had its origin; the development of this split-off mental state 
in which she unconsciously carried out her desires for freedom 
from the ties and obligations of married life, was but a continua- 
tion and deepening of her early attempts at flight from the duties 
of her parent’s home, manifested in the “spells” and sleep- 
walking of her childhood and girlhood. We can see how com- 
pletely Mrs. X. has been able to free herself from her duties and 
moral standards by her unconscious assumption of the childish, 
carefree, irresponsible ‘‘ Susie” character. 
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As normally constituted, Mrs. X. is a neurasthenic hysterical 
individual complaining of headaches and pains innumerable; jp 
the “ Susie” state even somatic or bodily conditions are the oppo- 
site. ‘“‘Susie”’ never had an ache or a pain. She is practically 
anaesthetic to pin-prick, though the normal Mrs. X. is extremely 
sensitive to it. 

The extent to which Mrs. X. can carry her hysterical flight from 
suffering was exemplified at the birth of her second child. When 
labor approached she slipped over into the “ Susie” personality, 
and “ Susie ” was immune from pain. This transformation to the 
“ Susie ” character was for her a typical and to-be-expected mode 
of adjustment to the painful situation. (It should be noted that no 
ether was given at this time as at birth of first baby.) 

As a child she had escaped difficulties by “ spells ’”—her infantile 
flight from reality. From the pains of childbirth she found her 
hysterical refuge in flight to the “ Susie’ personality. 

Relations between the husband and wife finally became strained 
to the breaking point. The first baby had died of neglect, while the 
“ Susie ” personality, the flirting, devil-may-care, side of the young 
woman’s make-up paraded the streets. At this time a neighboring 
family befriended the couple and took them into their home. The 
reason for the interest of the new friends was a fanatical supersti- 
tious belief that in these “ spells ” the girl was possessed by devils, 
and that it was their mission to cast out these evil spirits. 

In her fainting spells, the man of the befriending family resorted 
to incantations and gestures to drive out the devils. (It is remark- 
able how completely these people had tabulated the characteristics 
of the various personalities, how accurately they could foretell the 
precise conduct which each personality would manifest, and the 
means they had worked out for suggesting the “ coming-up” of 
one character or another.) It is probable that the personalities 
were kept, and to some extent, at least, differentiated through the 
interest and entertainment the different good and “ bad devils” 
furnished to this family. 

It must be understood that the patient was not contantly display- 
ing these acute phases of her personality changes. Much of the 
time while under my observation, she went along as the carefree 
Susie.” 
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Motion pictures were made showing the various phases of this 
personality, and it is possible to give to a reader only a vague 
impression of what the pictures convey. They are captioned as 
follows : 


SCREEN PRESENTATION. 


“Characters,” or Dissociation States, Appearing in a Case of Multiple 
Personality. 


The most fully developed secondary personality. 

TACK wccccccccvesd A male member of the multiple-personality group. 
ee (Apparently) the primary, or original, personality. 
“THe Baby” ....Mrs. X. in regression to the mental age of one year. 


Trance-like and Transitional States. 


Pictures taken at a family picnic. The childish, irresponsible Susie, the 
most fully developed secondary personality, appears first. This is the split- 
off state into which Mrs. X. most frequently and readily passes. Susie is 
moderately anesthetic to pin prick. 

Mrs. X. had a timid childish fear of having her picture taken. As Susie, 
she delighted in posing before a camera. It therefore seemed expedient to 
get the pictures when the Susie personality was dominant. A picnic where 
she went while in the Susie state gave opportunity for the cinema. In none 
of the secondary-personality states would the patient talk, and “ Susie” is 
seen in the picture writing answers to questions. In all the secondary states 
the patient was anesthetic, in varying degrees, to pin prick. This anesthesia 
is demonstrated at intervals throughout the picture.) 

Caption I.—It was suggested that Jack, a male member of the multiple- 
personality group “come up,” or appear. Susie is seen in the swoon or 
trancelike state by which she passes from one personality to another. She 
is completely anesthetic in these trance states. 

(This profound anesthesia is evidenced by entire lack of response to pin 
prick, The trancelike states represent a much deeper departure from con- 
scious awareness than the secondary-personality states. ) 

Caption II_—The patient had objected to Jack’s appearance. She had said: 
“Jack is not comfortable in a woman’s clothes”; hence, the transition does 
not occur readily, and she emerges momentarily still as Susie. 

Caption II]—There is a brief transitional struggle, a swoon, and Jack 
finally appears. Note the male posture and hand grasp; Jack’s masculine 
protest against feminine encumbrances—removes earrings and shoes, tugs 
at corset, pushes back hair. He is more anesthetic than the Susie person- 
ality—a strong jab with the pin is not felt. 

(The imitation of masculine posture and expression was striking in the 
Jack personality. The assumption of the male character in the picture indi- 
cates the facility with which such hysterical individuals can identify them- 
selves with, or become, a character about whom their ideas or wishes may 
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group themselves. In this paper it is not the purpose to go deeply into 
psychological explanations for this or that character transformation.) 

Caption IV.—Transition from Jack. Mrs. X., the primary personality; 
“comes up.” Having left home and arrived at the picnic as the Susie per- 
sonality, Mrs. X. is amazed at finding herself in the strange surroundings, 
She cannot understand where she got the bleeding, painful pin pricks, and 
remarks, “I’m all pinches”! Primary personality is hypersensitive to pin 
prick, and is the only personality who talks. 

(The picture shows her in this primary personality jumping back at the 
slightest touch of the pin, in marked contrast to her reaction in any of the 
dissociated states. The pin prick was always applied without the patient 
knowing it was to take place.) 

Caption V.—The following pictures were taken in the patient’s home at 
a later period. 

From the trance or dissociation state of twenty-four hours duration, caused 
by shock from death of the parish priest, Mrs. X. emerges as “‘ The Baby,” at 
a mental age of about one year. She plays with a ball; looks at the electric 
lights, clapping her hands in glee, crying, “ball! ball!” It is only the primary 
personality who talks; “ The Baby” is, therefore, Mrs. X. in infancy. 

(The secondary personalities all communicate by writing. “The Baby” 
does not represent a change of identity to a second personality but a regres- 
sion to patient’s own personality at an earlier age, “with” all subsequent 
memory and knowledge in abeyance.) 

Caption VI.—She discovers that candy given to her is good. Baby-like she 
puts other things into her mouth. 

(In this regression the patient had to acquire experience as any child 
would acquire it. She had to learn things over again—like the use of a 
spoon and how to put on her clothes. The remaining pictures show her in 
the various activities of a young child.) 

Caption VII“ The Baby” plays with a doll. 

Caption VIII —Teaching her to walk. She watches the feet, imitating her 
elders. 

Caption 1X.—Interested in Daddy’s unshaven face. 

Caption X.—Scolded, she begins to cry. 

Caption XI.—She discovers the camera man; imitates him as he turns 
the reel. 


Upon visiting the home of this patient, six years following 
the acute symptoms the pictures present, she was found occupy- 
ing an old residence in the city suburbs. Her regard for respecta- 
bility caused her to refuse a bootlegging job offered her husband 
at the time, although the family urgently needed the money. Four 
children were clamoring about her portly, negligée attired person. 
Her offspring had been increased by three daughters since the 
time of the pictures. It took but a few moments to recall my 
identity to her mind, and she was very apologetic for failing to 
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recognize me immediately. Briefly I learned that her family had 
been living in this home for three and one-half years; that they 
had separated from the couple who had previously fostered them. 
Differences had arisen between them and the other family largely 
because the other woman had unexpectedly borne her husband a 
child. This circumstance withdrew her interest from the child of 
my patient. And the suspicion finally prevailed in the other 
woman’s mind that her husband’s interest was not entirely cov- 
ered by his religious zeal for casting the devils out of my patient. 
My patient said that this woman had even accused her of trying 
to steal her husband and of having wished for the death of her 
child. 

We learned from the patient that she was not nervous “ like 
she was’; that wherever she went, she took all of her children 
with her ; and that she refrained from going to the movies, although 
she liked them, because she feared they might get her “ mixed up ” 
as she used to be. There are memories from her previous illness— 
at times of going to the movies and nothing more, and at other 
times, of coming to herself while looking at the movies. She re- 
membered everything since the birth of her third child, then four 
years of age, and said that the cure came at that time “ through 
God and through praying real hard.” When asked if she remem- 
bered the birth of her first child (it will be remembered that this 
was the child that died of neglect), she said she remembered but 
that she had experienced no pain. (I learned, however, that she 
had been given ether at the time of this delivery.) 

She recalled the difficulties which she had had with her father 
in her early life and of his cruelty to her, and referred to the para- 
lysis in her legs when she was a child, and said that her home treat- 
ment was largely responsible for her early marriage. Her detailed 
account of her early history corresponded in every way with the 
record which we had previously gotten from others. 

Among other things, Mrs. X. related how, shortly before she 
was “ cured,” she had George (her husband) arrested for follow- 
ing her and did not know him until she “ came to” in the station 
house and then requested the astonished policeman to release him 
as he was her husband. She related how, even before she was 
married, she would find herself in places without knowing how 
she had arrived; and how at about that time, she had bodily dis- 
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tress nearly all the time and would feel as though she were going 
to die. When asked if she remembered turning on the gasoline 
pump, and allowing it to run freely down the street, she was en- 
tirely ignorant of the episode. (This had occurred during a disso- 
ciation while she was living with the other couple who ran a filling 
station. ) 

For two weeks following the announcement of the death of a 
dearly beloved monk, she says her mind was blank and that some- 
thing seemed to snap in her head when told of his death. (It was 
during this time that the pictures representing the regression to 
babyhood were taken. See caption \V.) 

The following is a copy of a letter written to me by Susie 
(second personality who would not talk) when I saw her for a 
short time several months after the pictures were taken: “I was 
a movie star. I saw you last when we went to the country. She 
(referring to Mrs. X.) does not like to have her picture taken. 
She does not feel right when she has anyone take her picture. 
Susie (one of her dissociation states) took her spirit down and 
when she left her come to, she was weak. And when that man 
said Father ———— was dead, she fainted and thought too much 
about Father that her mind just seemed to leave her.” 

It was evident that the patient had maintained her original per- 
sonality state since the birth of her four year old child, which is 
the time from which she dated her “ cure.” Her reintegration to 
her normal self was undoubtedly brought about as a result of the 
great change in her environment. Her peculiarities were no longer 
being exploited by her zealous protectors. Stern necessity had 
compelled herself and husband to shift for themselves. Her resti- 
tution was probably also assisted through her reproductive activi- 
ties, necessitating ever increasing attention for her offspring, to 
say nothing of the stabilizing of her personality from the purely 
biologic reproductive level. 

There is, I believe, no form of dissociation where the psyche 
may seem so seriously affected, even over long periods, from which 
the individual may enjoy such perfect return to his normal men- 
tal integrity. Indeed such patients appear at times to profit through 
the neurosis. In the dissociations of schizophrenia, some degree 
of permanent disintegration of the personality usually occurs. In 
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hysteria, the lesion does not have this malignant quality. Multiple 
personality seems to offer the most secure psychopathic pathway 
of flight. 

In this particular mode of escape, we usually see a complete and 
uncompromising shift to the instinctive levels of reaction; there is 
a wholesale acceptance of that line of conduct which is compatible 
with native, archaic wishes, and a complete shutting out of all 
adaptive paths that savor of pain or oppose the realization of the 
organism’s wish. If we may conceive of a psychopathic mode of 
adaptation as being logical and consistent with itself, I think multi- 
ple personality has evolved it. This condition enables the person- 
ality equation, or sense of identity, to assemble itself about just 
that particular constellation of feelings, memories, and ideas which 
represents what the individual wants when he wants it. When we 
compare such facility of adjustment with the crippling substitu- 
tions often seen in hysteria, the violent adaptations of epilepsy, 
and the grotesque and burdensome plight of the catatonic, the ad- 
vantages of such a complete release from conflict as that generally 
seen in the dissociations of multiple personality are apparent. 

The peculiar ease with which the subject of multiple personality 
may function under shifting and independent centers of -a person- 
ality domination, is not confined to the more mature symbolic 
levels of adult age, but it is capable of an easy backward, or regres- 
sive shift even to earliest childhood. An instance of the indenti- 
fication of an individual with her ego equipment at the earlier 
psychic level of one year of age has been demonstrated in the 
picture. This patient, of course, before she arrived at the age 
where her mental equipment was sufficient for the possible de- 
velopment of a split-off state which could function as a personality, 
had indicated her development in this direction by the hysterical 
dissociations which were so conspicuous in her childhood and youth. 
The nature of her spells through life present a gradation of involve- 
ment from the simpler vegetative and sensorimotor levels to the 
inclusion of the more intricate machinery constituting the per- 
sonality at the symbolic level of adult age. The close relationship 
or interdependence of the dissociations at these various levels is 
still strikingly evident in the occurrence of typical hysterical con- 
vulsive seizures replacing the personality derailments as circum- 
stances happen to be provocative of such a type of reaction. 
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CLINICAL NOTES. 


In the preparation of this article my notes contained numerous details 
which it was impossible to incorporate. They are being appended, somewhat 
curtailed and paraphrased with a view to enabling readers especially inter- 
ested in the case to gain a better picture of the atmosphere in which the 
patient lived and of the mental and emotional makeup of those with whom 
she made her home. 


First INTERVIEW. 


The following interview took place at the time of my first visit to the 
home of Mr. and Mrs. Fitch, with whom the patient and her husband lived, 
Besides the Fitches, the husband and a neighbor woman were present. As 
my secretary and I entered the home, the patient was heard saying that 
she was afraid and the F.’s were explaining to her that the doctor would 
not hurt her or take her away. Patient ran toward the back of the house 
where she fell to the floor. As she ran she cried to the doctor, “ He (mean- 
ing Mr. F.) hynotized me. I am afraid of him. Oh! Doctor, help me!” 
The F.’s began struggling with her as she was kicking and pounding her 
arms against the floor. Mr. F. began sprinkling water from a bottle over 
the patient (we learned this was “ holy water”) and kept repeating, “ Father, 
Son and Holy Ghost. Go to, go to.” As the patient quieted from her excited 
state, the following conversation took place: 

Mrs. F.: See, doctor, she has spirits on her. 

Mr. F.: Somebody is there. 

Mrs. F.: She is possessed; we are taking her to a monastery where they 
pray over her. Her mother is very angry because she has turned Catholic. 
See, that is the effect of holy water on her (as patient slowly came to). 

Mr. F.: (addressing patient) Keep saying, “ Leave; go out.” 

Dr. W.: Did you ever see me before? 

Patient: No. 

Dr. W.: What happened a little while ago when I came in? 

Patient: Devil must have came. 

Dr. W.: Were these attacks always like this? (Meaning before her 


marriage). 

Patient: I just fell over them times. I just fell down; did not take them 
this way. Only married about two weeks when they came. 

Mrs. F.: After two weeks took these; then had them this way for four 
years. 


Dr. W.: Can you tell me about the first attack since your marriage? 

Patient: I was laying in bed. Did not feel very good. My husband, 
George, was playing a piece on the victrola. In the middle of the piece some- 
thing came over me like a mad spell. I shook all over; wanted to kill every- 
body there. I didn’t know what I wanted to do. Don’t remember anything 
that happened after that. 

Dr. W.: Did things get black? 

Patient: No, didn’t get black or anything 
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Dr. W.: Did you know Mr. and Mrs. F. then? 

Patient: I’ve only known them for eight months. 

(Dr. W. questions further about first spell.) 

Patient: I remember that he (husband) was playing a record. All of a 
sudden I felt I was mad, and don’t know what was wrong with me. That's 
all I know of it. 

Dr. W.: What did your husband tell you about it? 

Patient: He told me I was trying to kill him. I was fighting him and 
fghting him and everything else. (Patient shook and seemed afraid. Kept 
drinking holy water from bottle.) 

Dr. W.: Do you remember my coming into this house? 

Patient: No, I don’t. I remember I saw a man and woman coming up the 
walk and go round the back. Then I watched you and saw you come over 
the hill. 

Dr. W.: What happened to you? 

Patient: I don’t know what happens to me. My mind ain’t right. 

(Dr. W. questioned about what happened before his entrance.) 

Patient: He (Mr. F.) told me not to be afraid. No one was going to 
hurt me. 

Dr. W.: Were you afraid? 

Patient: No, not afraid. A little excited that you were going to take 
me away or something. (Patient had previously been in hospital.) 

Dr. W.: Do you know what you were doing? 

Patient: I just know I come to. That’s all. 

(Dr. W. questions as to whether patient remembers crying and striking.) 
(Patient shook head. Did not remember. ) 

(Dr. W. questioned if baby Mrs. F. carried in was patient’s only child.) 

Patient: No, my first baby died last year. 

Dr. W.: Have you been very angry at times? 

Patient: I have been, at times when I go out. I go out sometimes for 
a whole day. It seems as though when I come home, my husband would 
fight with me; told me to my face I would flirt with somebody and fight 
with somebody. Would call me a liar; would say it in front of the man’s 
face. (He brought one of the men to his home.) 

Dr. W.: Did this happen while you lived here? 

Patient: Down at the house before I lived here. 

Dr..W.: Do you remember flirting with people? 

Patient: I don’t remember about flirting with people. I would remember 
about other things that happened during the day. At times I would remem- 
ber, would think I am going to surprise him, and I would try to do little 
things, and it would seem as though I would walk away in the middle of 
things. My mother would come down and see me leaving my baby on the 
table, going out and leave that little thing. Mother would fight with me. 

.. I didn’t want to leave the baby on the table like that, honest, doctor, 
I tried to do everything I could for it. My mother would tell me I went 
out and left it. I thought she couldn’t be right. I would think them things 
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over for a long time; I would know that my mother was right, but at the 
time, I would deny it but afterwards I would see it was right. 

Dr. W.: How did you know it was right? 

Patient: When I would think things over and think it was right. 

Dr. W.: How did you find out what you did? 

Patient: She told me about these things. My mother told me not to do 
these things. I would think maybe I did not have my right sense. Then J 
would tell her, “I can try, Mother, to do the right things.” 

Patient: When I was home, baby would cry all day long. The woman 
over me upstairs would come down and say “If you don’t have any sense, 
I do.” Would pick up baby, but it would scream worse than before with 
her. Baby would cry until I picked it up. Baby did not cry when my 
husband was home. I can’t understand why it would cry all the time with 
me. My heart was broken by people saying I neglected that little thing. 

Dr. W.: How do you know you neglected the baby? 

Patient: Only know what they tell me. I hear a voice talking to me, 
three different voices, one real squeaky, one not so squeaky, then one like 
my own. I thought I was going crazy for a long time. Before that I could 
hear them three voices. 

Dr. W.: When did you first hear voices? 

Patient: Just since I come here. (To home of Mr. and Mrs. F.) 

Mrs. F.: Just since she found out what is wrong with her. 

Dr. W. questioned about Susie (second personality). 

Patient: Just what she says, just when she talks to me. She tells me 
things that I don’t know. 

Mr. F.: Hurry up and take water because there is someone coming 
(Meaning the devil.) 

(Then explained that when talking to Susie say “water” because Susie 
dare not mention “holy water.” ) 

Dr. W. asked if Susie told Mrs. X. to take holy water to help herself. 

Patient: Does not say “holy water,” says take “ water.” 

Dr. W.: Did she say to take water? 

Patient: Says that when she sees devil coming. It seems she can see it 
coming. She says that she can see him coming. 

Dr. W.: Did you ever see the devil ? 

Patient: Well, doctor, I seen him once. When I was down home before 
that I come up here, I used to say “Oh, I see a man coming after me, a 
man.” He would come up, dressed all in black, high pointing face, would 
come up at me like this (hands stretched up and out) as though he wanted 
to grab me. When I tell my husband that, he laughed at me, tells me I was 
imagining things. 

Dr. W.: Does he look like any man you know? 

Patient: No, he doesn’t look like any man I know. 

Dr. W.: Were you ever frightened by a man running after you? 

Patient: Well, a little many a time. (Thinks.) I tell you, sometimes, 
these pictures in the Sunday papers—there was a picture of different things 
that was like the devil, and I pointed out one of them that looked like him, 
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you know—the one I saw, he was all in black, always in the mirror, in the 
looking glass. I always wanted to smash the one looking glass. 

Dr. W.: A looking glass here? 

Patient: No, it was that one looking glass—you know, George, (hus- 
band) in the room. I have not saw him since I come down here. 

Dr. W. questioned husband about spells. 

Husband of Pt.: They only last two minutes, because Hattie (patient) 
drinks holy water now. She used to have spells of four hours. Acted on 
that way. 

Patient added: And I used to have four or five men played out but didn’t 
seem as though I was half as played out as they were. 

Dr. W.: Susie seems to be your guardian? 

Patient: Before she didn’t; she was against me. She used to do every- 
thing against me. Now she says she wants to be good. Never saw her, 
just exactly like my face—not very much difference to it. (Knowledge of 
identification coming from patient’s unconscious mind.) 

Dr. W. questioned as to when Lucille (earlier identification referred to 
in paper) disappeared. 

Patient: First time after I remarried as a Catholic. (Originally mar- 
ried by Justice of Peace). She said to me, “ Well, Hattie, I am going and 
God bless you” and she left, never heard from her since. 

Dr. W.: Has Susie ever heard from her? 

Patient: Susie’s never heard from her. 

Dr. W.: Has Susie always been friendly to you? 

Patient: Not at first, but later was friendly, and prayed with arms 
outstretched. Susie took all my pain when this baby was born, until just 
before I came to. 

Dr. W.: When did you first hear of Lucille? 

Patient: First time I heard of Lucille was when I came here. No, she has 
been here before that. 

Dr. W. questioned about Pearl (Society girl referred to in paper). 

Patient: Pearl was not here very long. She cried. They say she used to 
always come up crying. 

Dr. W. questioned how she knew this. 

Patient: Don’t know, only things what they tell me. All of them (per- 
sonalities) have just come since I have been here. (Helped in this recital 
by Mr. F. who continued: 

The first time I saw her I dreamt of this. (Mr. F’s. inspiration that the 
devil was in possession of patient and that it was his mission to cast him out, 
came through dream at this time.) 

Patient: He (Mr. F.) saw me take two spells, and says I said “ You 
cuckoo, you tin ear.” I would want to kill him, love him, cry, want to kiss 
him. Next minute I was biting and kicking him. (Expressions indicate 
conflict between attraction to Mr. F. and moral aversion.) 

Dr. W.: All of them became friendly except the devil? (Referring to 
personalities. ) 

Patient: Yes. 
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Mr. F. then explained that there were the following spirits POssessing 
patient: Lucille, Pearl, Susie, and four men. 

Dr. W. questioned patient as to how many she had heard. 

Patient: I have heard two men voices, have heard them inside (Points to 
right side of body). One talks broken, the other one talks pretty good 
English. I never heard these voices before. (Took some holy water.) 

Dr. W.: Are they friendly? 

Patient: Yes, they are friendly now. 

Dr. W. questioned as to whether spirits had ever written her. 

Patient: Wrote to Mr. Fitch. Lucille wrote to me saying one of them had 
done some harm to her. She (Lucille) wrote a great big long letter, she 
wrote things I knowed nothing about. 

Husband of Pt.: We burned them up, because there were things that | 
didn’t want Hattie or nobody to know. 

Mr. F.: Susie tells us to bring flowers and burn candles like in church 
to keep devil away. 

Mrs. F.: I had some of Lucille’s letters. They were all in different 
handwritings. 

Patient: I never saw any of them (in very surprised tone of voice). 

Mr. F. (Scattered holy water around, saying “ Wait a minute, maybe 
the house isn’t clean.” Poured water on patient’s hair, saying “ Keeps her 
mind clear.’’) 

(Husband laughed embarrassedly. ) 

Husband: She would go around the floor on tiptoes, when she was Lucille 
and she (pointing to patient) can’t dance at all, even a two-step. (Lucille 
was a dancer.) 

Dr. W. inquired how Mrs. F. met Hattie (patient), and for story of 
things so far. 

Mrs F.: I met Hattie when she first got a job in my husband's office. 
That was how I met Hattie. I had heard things about Hattie and I didn't 
approve of her. I heard little things that I didn’t think were very nice of 
her. My husband said “We'll give her a chance and if you see anything 
wrong we'll fire her.” After I met Hattie, I liked her well enough. I didn't 
like her hair bobbed. I said it looked sort of rough. I put it in a net and its 
been better, not so stringy. She worked about a week or more, I guess, in 
the office and we asked her to the country. 

Dr. W. asked what her duties were. 

Mrs. F.: She just answered the telephone you see, and taking care of the 
office while my husband would be out in the yards, demonstrating machines. 
We would take her to the country, out on Perrysville Road. We took her 
out there and she enjoyed herself. So then she told us of these spells and 
she told me how she acted and all about it. Well, I pitied her you see. Then 
one night she took a spell down home and her husband come up to tell us 
about it. You know, I wanted to see her. After we went there, I thought 
I could not leave my hands off her, I wanted to rub her. Husband says 
“Don’t, she will fight.” I left her lay, but I thought I had to help her. 
I told her, “ Hattie, why don’t you make a Lavena (Novena). You go with 
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me up to the church and we'll pray three weeks and we'll go up there. She 
took a spell, up here before we had a Lavena (Novena). We were all in the 
kitchen. She had a spell, her neck went out of place. She couldn’t move 
it. I asked her to let me use the vibrator, on the back, maybe it would cir- 
culate the blood. She said “I can’t stand it.” I put it on her hand. Touched 
her on the back. She keeled over. I was frightened. It lasted two minutes 
but she just fainted. Then she started fighting, hitting, etc. and it lasted 
from 11:45 to 3:15. There were Hattie’s father, my husband, me and 
George (patients husband). That was the first time. George says “ Leave 
her alone.” She bangs her head up, to knock it to pieces, so we fought with 
her and then in this spell would laugh. She would lay there, about two 
minutes, then she would say “ You tin ear, you cuckoo” and laugh. My 
husband had hold of her head because it was out of place. We all had hold 
of a different part of her body. She banged her head. Gave me a kick so 
that I flew clean up against the sink, then I would grab her again. My 
husband dreamt that night, that she had spirits, so the next night he went 
down. I said “ Hattie isn’t fit to cook meals,” so I sent my husband down 
with food. 

Husband: We stayed until morning, went to church, then all of us come 
up here. 

Mrs. F.: So Sunday night, she took another spell in the dining room. 
My husband says to her “Here, you have spirits, I believe you are pos- 
sessed.” So she says “I am going to kill her.” It was a man’s voice, as 
plain as I see you. He says “I am going to kill her.” And he swore the 
worst words, I would not repeat.” My husband said “ Who are you going 
to kill?” He said “ Hattie.” 

Mr. F.: I said “ No, you are not, used holy water, and when we put it on 
her (Hattie) she made an awful rumpus, because that burns them (spirits), 
they can’t stand it. 

Patient: See my face how scaly it is. (Keeps drinking water. ) 

Mrs. F.: Why her mother came here and told me of these spells. I told 
her “I think ‘ Hattie” is possessed the way she acts.” Mother said “I know 
a Spiritualist—Dr. —————,, behind the Methodist Church on 
Street.” Well, we would do anything to get Hattie fixed up and get man 
down here. But when that man come, was no more than in door yet when 
Hattie fell in a spell. He put his hand in holy water and threw it in her 
face. Said “She has spirits and they are not civilized and they must be 
tamed and you can coax them and teach them to be good.” We thought it 
was a foolish thing. We were to go back but could not. Hattie was not able 
to walk for so many days. We thought we would pray to cure her. I went 
to him and asked him how long it would be to cure Hattie and he said six 
months or a year—we could not afford it. We coaxed him to pray. We 
started to pray and started to coax him (meaning the devil in Hattie) and 
offered him this and that. Gradually we got this one spirit, Lucille, offer her 
things to eat and things like that—gradually she gave in and took things. 
At first she fought us all along. 

Dr. W.: Did she speak ? 
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Mrs. F.: No, she did not speak. 

Mr. F.: Never said any bad words, but she would swear and say “ Damn.” 
etc. 

Mrs. F.: So we kept on coaxing, we got her talking and gradually got 
her so she would talk. When Hattie went into a spell, other spirits would 
make her fight, Lucille would not fight or nothing because we asked her 
things. We used A, B, C’s, etc., and when we got to L quit, and she 
said “ Yes,” and that the other spirits would not let her talk. Then we said 
names with L, said Lucille finally. Asked if that was it and she said “ Yes.” 
Asked her “ Where do you live” at one time, and “ Why are you a dead 
spirit now.” Told us she was poisoned by her girl-friend through jealousy 
of a fellow. Her girl-friend gave her poison, later took poison herself, 
because fellow didn’t want her. Then told us her home was in , 
Coaxed her for her last name. Asked her if we couldn’t help her. Asked 
about the family. Answered all this and then we would ask her anything 
about the other world, or death. She told us she lived in ————, but 
would not answer what her name was. Said she was not allowed. Did not 
tell where she lived. So she told us that, then she asked to have the piano 
played, if we would put it on she would dance. 

Mr. F.: Hattie was crippled up and she was fighting with us, and she 
had her arms around me. We put that music on. I said, “You area 
spirit.” She got up with her eyes closed, got up and started to dance—a 
foxtrot, they say she was dancing on her toes (I couldn’t see) stood over in 
middle of the floor, where the pictures were, I grabbed hold of her, put 
picture (sacred picture) in the middle of her back and she fell over. 

Mrs. F.: Then in the meantime, she would eat; we would offer a piece 
of cookie, candy or ice cream. So then the following Sunday, my husband 
and me went to church, her husband was here. In the meantime I told her 
to stay here (meaning to live with the Fitch family) because I thought that 
she was not fit to stay alone. 

Husband: She was sick for over three years. 

Mrs. F.: So we went to church Sunday morning, the neighbor girl stay- 
ing here in the meantime. Hattie got up and started to “red” up the house, 
first played piano and then “red” up three rooms, and then (with her eyes 
closed) picked up three pins, took George’s coat, hung it on back of porch, 
took Mrs. L’s sweater, and put it on her shoulders. That was the truth— 
had eyes closed, went into the kitchen and I said “ Don’t you want anything to 
eat?” She went to the cupboard, got herself a cup, cup of coffee, took a big 
piece of cinnamon cake I had, cut it into smaller pieces to suit her, and set 
down to eat. After that, took her cup and washed it, left the others standing, 
and put hers away. Then she read the comic papers. That girl (Lucille) we 
coaxed her to pray. And then Hattie would “come to” again. Hattie knew 
nothing of it at all. 

Dr. W.: Did Lucille read the paper? 

Mrs. F.: It was still Lucille reading the paper. 

Dr. W. questioned as to how patient comes to as herself and as other 
personalities. 
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Mrs. F.: All at once she drops, limp, shakes, wakes up with a scare, 
it is the same no matter who comes. When a spirit comes, when Hattie 
goes away, the first thing she does is laugh, comes over and grabs me, when 
they leave—see, we are friends with them like—she will bid us all goodbye, 
lay herself down, and then is like a wet rag. 

Dr. W. questioned as to whether Susie would come at any time. 

Mrs. F.: She will come almost any time we want, but not when big 
chief (Old Nick—Devil) is around. She motions with her hands to say 
goodbye. We even sometimes scold and say “Let Hattie come to.” They 
won't do it for a while (they—other spirits). Will say Hattie is sick. 

Dr. W.: Are the spirits friendly among themselves? 

Mrs. F.: When Lucille was turning good, them other spirits were pun- 
ishing her terrible. 

Dr. W. questioned as to letters spirits had written. 

Mrs. F.: We destroyed the paper, never thought that far, that we would 
ever have any use for them. She would write big pieces of paper, would 
forget herself and write “God,” and that quick she was gone. She told us 
afterward she would put a line for God. Lucille made friends but the other 
ones would fight. In the meantime, we took Hattie to the monastery, we 
got her to turn Catholic and she was remarried on the 16th of December— 
remarried Catholic—but in the meantime, Lucille would speak to her from 
the inside but she was just like us, would walk around and everything. She 
claimed she did not feel pain like Hattie. (Hattie could not walk.) Would 
come up for a whole day at a time. When they come, everything was fine, 
toe dancing, stood on toes although crippled up, and could not open eyes. 
That other day, when Hattie was remarried—in the meantime, she would 
beg to be forgiven for her sins. 

Dr. W.: What sins? 


Because she (Lucille) was not sorry for her sins when she died, she was 
poisoned, in the meantime she died, the devil picked her up and put her in 
Hattie and she had to do his bidding. 

Dr. W.: Was Hattie ever in a cabaret? (addressing patient) Do you read 
many novels? 

Patient: Never went to a cabaret, doctor. I like Wild Western movies. 
I like the love stories but I very seldom read other stories like that. 

Mrs. F.: This here girl, she wrote on a piece of paper, “I have seen 
light and I never never never want to go back into darkness again” and 
she said that when she would pray that them other spirits—see it was them 
that told us about the number of spirits—Lucille told us three women and 
four men—one is Italian, one American, one Polish, one German. It was her 
that told us about the spirits. Told us that these other spirits tortured her 
for being good and make a fool out of her, she (Lucille) said she knew 
better, seen the light, that she was sorry, pray hard. She says “I can’t 
stand this, I am going to leave, and there is a better place for me.” As 
soon as Hattie received communion (in the meantime, Lucille would speak 
to Hattie) says to her (Hattie): “ Hattie, I am going to go; am going to 
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leave you. Be a good girl. Goodbye.” Never saw her no more. We missed 
her because the others would fight us and we had the whole trouble over 
again—coaxing business—coaxing again. 

Dr. W. asked how patient acted in spell after Lucille left. 

Mrs. F.: We would hold her tight, say “don’t hit us, we won’t hurt or 
hit at you.” She would make angry face. Would swear at us, tell us to go 
to hell and say “Damn your soul,” call his mother (patient’s husband's 
mother) “dirty pig,” “hunky Polak,” spoke Polish. 

Dr. W. inquired if patient could speak Polish. 

Patient: Can’t talk Polish but can understand it. 

Mrs. F.: That was the end of Lucille. Now we made friends with the 
other one. My husband coaxed and coaxed her; she told us her name, We 
were under the impression they were all devils. 

Dr. W. inquired when Hattie was first visited by a spirit. 

Mrs. F.: First spirit with Hattie was six years ago; the second was 
Pearl—four years. Pearl afterwards told us her name after my husband 
made up with her. Said she was from Kent, Ohio, her father was a rich 
manufacturer. Some fellow wanted to marry her, she didn’t want him, was 
15 or 16 years old. She refused this man, and she would not marry him, so 
he kidnapped her, put her in a “ white slavery act” put her under lock and 
key, and she had to stay there. Was there for over a year. The place was 
raided. Pearl was never out of the place, this here man would come over 
daily, but her mother did not know where she was. The girl saw the papers 
advertising for her, but the mother died of a broken heart. The house was 
raided, she jumped out of window to get out—died, committed suicide. She 
was picked up from there and put in Hattie (Spirit referred to in paper 
as a “society girl”). Says to us “ My mother died broken hearted. I may 
not tell my last name because it would create too much trouble—my father is 
still a steel manufacturer, would not give us last names, was not allowed 
because would cause too much trouble in world. The spirits are allowed 
to go out and tempt people, for a good time: The way they tell us, #. e— 
if you are in a cabaret, they come over and go in you, make you drunk and 
do all these things and then leave you and get credit from the devil, then 
come back and go into Hattie. Then people realize that they have done all 
these things, think they must be crazy—she wrote all this stuff for us. Once 
she was with us about two months and was here every day. And would 
write a great big string. (Looked for piece of writing from Pearl but 
found only one from Susie.) Then Pearl started too; she started to pray 
same as Lucille (now departed). We was taking her to the monastery, so 
she told us that she wanted to be good. We take her out there to get 
blessings. Take her there every week. On the way to the monastery, in 
the machine, the devil came, kicked her out of Hattie, says “I lost one and 
I lost another one now. Kicked her out and she waved “Goodbye” and 
went. Came crying to leave us know she was good. Now this one—there 
were three women, and this one that comes up now is the boss of the 
other two, and she is not Catholic, she did not believe in this and she would 
make them suffer—you could see how they punish her, the other spirits 
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punish her. We coaxed and coaxed Susie. At last Susie did make up with 
ys, made up with my husband first. (Birth of Susie). (Lucille and Pearl 
were apparently the immature forerunners of the more highly developed 
Susie referred to in paper.) 

Dr. W.: When did you find out that Susie was in possession—did she 
write? 

Mrs. F.: She told us that afterwards. 

Mr. F.: She would fight in them spells. I call this one here “the old 
hag” (meaning Susie), “old scratch cat.” She fights and scratches, alto- 
gether different kind of fighting. Did not act same way as Lucille, who 
smacked and spit. Pearl—she always called us different things. Names. 
Not so much scratching. Pearl did not exactly swear. Susie had different 
ways. Wasn’t a day that she hadn’t us all scratched—kicked. 

There follows here a description by Mrs. F. of how she was kicked across 
the room by Lucille and how patient was subdued by holy water, only after 
breaking some furniture and “ plastering” Mrs. F. with her fist. The fight 
was resumed and they finally recognized that it was Susie because of the 
different way in which she resisted them. Mr. F. said that when patient 
comes to, she always wants to know what has happened. Susie kept on 
coming but the family made friends with her and she took on a better dispo- 
sition. Susie said she had been in Hattie for twelve years; that the devil 
had put her in Hattie after she had died in her husband’s arms as a result 
of being shot by him while in a jealous rage at her lover. 

Mr. F. and husband of patient then related how the “ spirits” tell Hattie 
anything they attempt to do without her knowledge, giving various illustra- 
tions. They were so convinced of this that they dared not try to deceive her 
about their doings. Spirits would tell her if husband had been to baseball 
game or Mr. F. to movie, etc., after having told her otherwise. 

Mrs, F.: Susie, who came here as man came in to see you? 

Patient: He came in me as soon as I walked away from the window, 
and as soon as Daddy said “ Don’t get excited,” when he had come and taken 
possession of my mind. (The first and last “he” refers to the devil.) 

Dr. W. Who was it said that Mr. F. had you hypnotized? 

Pause—Patient looks as if listening to voice—about one minute. 

Patient: She says it was the devil trying to imitate my voice, and trying 
to make you believe that it was me that was telling you that he had me 
hypnotized so as to get you to tell me to go home, as though it was 
Hattie. 

Husband: The reason we did not take her out there was because she 
was afraid we would take her to (meaning Psychopathic Hospital) 
and put her away. (Referring to why he had not brought patient to Clinic.) 

Dr. W.: Will you come up if it is all right? 

Patient: Put holy water around, Daddy. (Patient’s eyes closed, she 
became perfectly limp, slowly, after being drowsy and rolling her eyes. 
Susie came to quickly—laughing, kissed Mrs. F. and seemed very happy. 
Transition to Susie). 

Dr. W.: Can you talk? 
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Susie shook head “ No.” 

Dr. W.: Are you Hattie? Patient shook head in negative. 

Dr. W.: Take a drink of holy water. (Patient shook head in negative 
and moved away from neighbor offering it. Made signs requesting pencil, 
Looked perfectly normal while writing the following) : 

“Hattie is possessed with the devil. We are spirits. There are four men 
in Hattie. I am the only woman left. Two spirits have left. We don’t know 
where they are. We never saw them since they left.” 

Dr.. W.: Who made the devil come into Hattie? 

Susie wrote: This woman did this work with a spider and another, 
—— did it with a rabbit. 

Dr. W.: Hattie, what does Susie look like? 

Patient smiles at doctor for asking her what Susie looks like. Seems to say 
“You know I am not Hattie but Susie” (as doctor called her Hattie), 

Dr. W.: Is she light? (Patient shook head in negative. ) 

Dr. W.: Does she have blue eyes? (Patient shook head in negative.) 

Patient indicated that Susie has dark hair and black eyes. Mrs, X, 
(Hattie) is blonde—blue eyes. Indicated in response to questioning by 
doctor, that Susie was married, no children, does not want children. Not 
afraid to have children. (Patient had had two children at this time). Still 
in Susie personality, patient writes answers to questions. Will not talk. 

Mrs. F.: We went to town one time. Her husband gave her money for 
a dress. She tried dress on but it was more money than she could afford to 
pay—said “I can’t afford it.” I said “ Well, I'll give you the $6.00 and if 
you ever want to pay me, why all right. Go on, show it to Daddy.” Hattie 
said “I like it, Susie says to get it.” “I can’t afford to put $6.00 to it.” 
She came up and I says to F————- (Mr. F.) “ How do you like the dress?” 
Hattie fainted. Susie came up and says she wanted the dress. Took the dress 
off her, and got it wrapped up. Asked her if Hattie could come up. Hattie 
came back up. We said “ You have the dress.” Mr took $2.00 
off the dress because he saw how much trouble we had with her. 

Patient’s husband put rosary in lap of patient, who still was Susie, and 
who shook it on to table, shivered when handled it. Mr. F. coaxed her to 
take rosary. Susie took it, shook, put it down, let out a little “Oh.” Hus- 
band commented that it would take Helen 4 hour to write a page. Hattie 
can’t spell as well as Susie and Susie uses bigger words than Hattie can. 
Says Hattie was there but Susie was running the job. Susie was making her 
act that way. 

Physical: Pupils react well to light; somewhat slow. Neck is full, and 
thyroid somewhat enlarged. Becomes limp, closes her eyes when changing 
back to Hattie. Legs and arms stiffen out. Comes to with jerk and little 
cry of surprise. Looks at writing and says she knows nothing about it. 
Reads it avidly. Jumps at the prick of a pin, evidently feels it much more 
distinctly. Very sensitive to pin prick over whole body. 

Dr. W.: Has anything been happening to you? 

Patient: I just came to. I get scared when I come to 
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Dr. W.: Have you been away? Patient shakes head “ No” in reply. 

Dr. W.: You came to from what? 

Patient: I don’t know, I just know I came to, saw the light. The sud- 
den light sort of scares me when I first come to. Youns said you wanted 
Susie. I did not let her come; she comes. I didn’t use to know what it was. 
I used to fight it off. I have a little headache now but not much. (Stated 
that she used to get terrific headaches from attempting to fight it off.) She 
can come whenever she wants to. I can let her, but not when she doesn’t 
want to. 

Dr. W.: How do you make it easy for her to come? 

Patient: I just said we would leave her come. She said she would come 
up. I just sit down still, it just seems as though I am going to sleep; I 
can’t keep my eyes open. Don’t know anything until I see the light. 

Dr. W.: Will she leave? 

Patient: Seems she won’t leave me come back. Wants to stay longer. 

Mrs. F.: When she says that, she will come up. She says she takes 
Hattie’s spirit, pulls it down, and she comes up. She says she is just the 
same as if somebody hit you on your head. Susie knows what is going on 
but Hattie doesn’t. We asked her how it was she could not make dead 
persons live. She said “ We can only make it with living persons and take 
possession of their minds, and go right up. 

Dr. W. questioned patient as to how much she knew about all this. 

Patient: Only know what Susie tells me and what they (the family) 
tell me. 

Mr. F.: Ask Susie if one of the men wants to come up to meet the 
doctor. I want to be cleared out of this here stuff. (Wishes to entirely 
exonerate himself with regard to neighbors’ suspicions concerning his 
relationship to patient.) 

Patient: Man will come up. 

Patient gets sleepy, falls in fai aes to stiffly. Nods to Mr. F. pleasantly. 
(This is the “Jack” personality referred to in the paper). Indicates that 
he could not write. Indicates that he is an American. Shakes head when 
asked to write. Indicates that he is not a young fellow. Dr. W. asked where 
the devil was. Jack (patient) points to head, shakes, puts two fingers up 
to indicate the devil. Pulls earrings off automatically. Dr. W. shakes 
hands with him—has decidedly stronger grip than Hattie or Susie. Sits 
very erectly in chair. (Exactly the same behavior as was shown later as 
“Jack” when picture was taken.) 

Dr. W.: Are you the boss? (Jack shakes head “ Yes.” Asked by Mrs, F. 
if likes ham and cabbage, gives grin and answers in affirmative.) 

Physical: Eyes—pupils react just as did when Susie. Much duller than 
when she is herself (Hattie). Pulse 84. 

Mrs. F.: Who fought with all of us a while ago? 

Jack points indicating the devil. Says he punishes. Indicates this by 
spreading two fingers meaning pitchforks. 

Mrs. F.: Who helps you? (Patient points to Mr. F.) 
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Mrs. F.: Does water burn you? (Patient shrinks when holy water js 
presented while the man is in possession. ) 

Mrs. F.: Does that keep devil away? (Patient indicates that it does.) 

Mrs. F.: Should Hattie drink it? (Indicates she should drink a little.) 

Explained to doctor by Mrs, F. that the reason patient should drink only 
a little is because it burns the spirits inside Hattie. (Shakes hands all ’round 
before going away. During the time man is in possession, automatically 
pushes hair back off forehead. This and removal of earrings because of male 
identification. She then became very limp, as shown in picture taken later. 
Looked frightened. Dr. W. tickled her feet—she jumped. Her husband 
tickled her in the middle of the back; she said “Aw, George, quit ”—talking 
again as Hattie.) 

Patient questioned as to who was here a few minutes ago. 

Patient: Susie says it was the boss. 

Dr. W.: Who put these earrings over there? 

Patient feels ears as if not knowing earrings had been taken off. Says 
“He always takes them off. Takes my shoes off; can’t stand them.” 

Dr. W.: Is the boss friendly? 

Patient: Well, he never talked; talked to me once in a while, not very 
often. 

Mr. F.: While they were sleeping, at five one morning, they (the spirits) 
picked both her and her husband up and slammed them down on the floor. 
I heard them and started to sprinkle holy water. 

Husband: I was laying in bed sleeping. Hattie went into a spell. Shook 
me and told me to get hold of her tight. I did and the next thing I knew, 
we landed against the door but how I don’t know—we might have flied here 
for all I know. 

Mrs. F.: Hattie came in one evening, through the kitchen door, got 
hit on head, landed on floor. We threw holy water around. They put her 
to bed, and she lay there. Then said “ Oh Gee, I just fell off a building.” 
Came to a little later again, and said “I nearly fell again.” They prayed 
twelve or fifteen rosaries. They got a handkerchief and put it in holy water, 
to put it on her. She bit and chewed at us, called us dirty names. Said 
“You are burning me up.” Said “Go to hell.” Mr. F. added “ We put holy 
water all over her.” 

Dr. W. inquired as to whether it was not getting pretty uncomfortable 
for the Fitch family. 

Mrs. F.: Her mother is the only one that is making trouble. After Hattie 
turned Catholic (Hattie turned of her own accord) the trouble § started. 
Hattie was Catholic from 16th of December to Christmas. Got her mother 
something and her sister a box of candy. Her mother asked her if she 
turned Catholic. Hattie told her she had and would not lie to her. Her 
mother said she was through with her (patient) and that my husband had 
hypnotized her. While her mother was here, Hattie went into a spell. She 
says to Hattie “If you die I won’t own you, and would not walk behind you 
at your funeral.” She told her she would never get along, that she had 
raised her up to hate Catholics. Hattie went into a spell. Mother saw what 
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holy water did for patient. Hattie was still in spell when her father came 
in. She (mother) says to him “ She told it all, she told everything and she 
has turned Catholic.” 

Father of patient: Calm down. Cool your temper and come home. 
(Mother of patient was much excited. She left Hattie in a spell.) 

Husband stated that patient used to take seven spells in succession. 
(Before they came to Mr. and Mrs. F.) He feels she is getting better. He 
is working with Mr. F. and begged to remain when Mr. F. told him they 
could go if they wanted to as he felt that this was his wife’s only hope. 

Husband: No doctors understood the case. I had her to specialists—at 
least they are supposed to be very good doctors. 

Mrs. L. (Neighbor): The spirits toid us what her baby was going to be 
long before it was born—said it was going to be a baby girl. They watch 
patient every minute so that she will not get into trouble. At the store, 
Mr. F. watches her or her husband is with her. If the family goes out a 
neighbor will stay with her. On day of examination, Mr. F. and husband 
were home and place of business closed, in order “to keep things going 
right.” Both Mr. F. and Mrs. F. are firmly convinced that their prayers and 
the holy water are curing patient, the more so, since their first Novena that 
patient’s baby be born perfect has been answered, and since two of the 
personalities have disappeared. The Novena is in three parts and will not 
be over until June 13th. They are sincere in their efforts and are deter- 
mined to sacrifice everything to help patient. 

Husband: Don’t you think that a woman who would fight five hours 
and now comes to so quickly is being helped? One night I had some friends 
in the house and she had a spell. They helped take care of her. We worked 
in squads of two from eleven o’clock until three in the morning. 

With a little more conversation, the interview came to a close. 

Mr. F. asked: Doctor, please give me your frank opinion. Am I hypno- 
tizing her? 

Dr. W.: No, of course not. I understand what causes it. 

After end of examination, baby was brought to patient. She held it on 
her lap, as her arm was in a sling. Seemed to be very fond of it, and kept 
talking to it. Took it out to nurse it. Baby began to cry. Being unable to 
lift it, patient gave it to Mrs. F. Dr. W. questioned her about baby. Inquired 
at last “ Do you like the baby?” 

Patient did not answer, turned, silent and staring, and started to walk 
towards back of house. Mr. F., Mrs. F., and husband shouted “ Watch 
her.” Patient began to run but back door was locked. Family jumped on 
her, as patient began to fight vigorously. They all held patient down and 
struggled with her. Finally, patient calmed down and fainted. Mr. F. poured 
holy water over her, and during struggle kept saying “Father, Son and 
Holy Ghost—go, go, go to hell.” Patient came back; cried as she had hurt 
her shoulder. She was assisted to her feet and seemed tired and hurt. She 
kept crying, while Mr. F. petted her and coaxed her, saying “ You'll be all 
right, Hattie.” 
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After above hysterical seizure patient was quiet at end of doctor's visit 
fifteen minutes later. 

Dr. W’s. Diagnosis: Multiple personality. Environment is one of family 
hysteria. 

Recommendations: Family will have to be approached and help secured 
through priest and church. It will be necessary to get cooperation of family, 
The only way out of situation is to get the patient out of her environment, 
Must try to work with the group. Mr. F. is very sincere. Dr. W. said he 
would have a personal interview with Father ——— as he wishes to explain 
to him all the complicating factors from a psychiatric standpoint and advise 
what must be done for patient. (Splendid understanding and cooperation on 
the part of patient’s religious advisers was secured in the subsequent handling 
of the case.) 


SECOND INTERVIEW. 


Three months after first interview, a shock was sustained by the patient, 
the details of which are described below by Mrs. F. The patient’s behavior 
following this shock will recall pictures taken of her while in “ Baby” state— 
the pictures represent the second reel, the first having been taken two months 
earlier. 

Dr. W. requested that Mrs. F. save any sample of writing that patient 
might do, and that she try to persuade patient to write as self and as Susie. 
After priest died, according to Mrs. F., Hattie “ went away” for eleven days 
after the shock. (Origin of “ Baby” phase.) 

Mrs. F.: We were in church, a fellow in front turned back to us and 


said “ Did you know Father ———— died?” Hattie says ‘“ What’s that?” 
He repeated. Hattie fainted in the pew. Before she fainted, she said “ My 
God, Father ——— is dead.” Came to in about three minutes and we took 


her out of church. She said “ Oh, I feel bad.” We asked if she didn’t want 
to go back for the blessing, but she didn’t care. Was so weak we had to 
drag her. Coming home in the machine, Hattie did not speak, when we 
spoke to her, she didn’t pay any attention. Susie said afterwards (in the 
evening) that Hattie had been thinking too hard to answer. 

Mrs. F. went on to relate that patient sat in the chair, stared, Susie 
came up and cried, said “ Daddy, I don’t know what is the matter, some- 
thing is the matter with Hattie’s mind and I can’t think right myself.” 
Came up of her own accord. Said Hattie was not right. Asked Susie to 
eat, ate a little, then let Hattie come up. Hattie sat and stared, repeated 
under her breath “ Father ————.” They showed her a picture of the priest 
in the hope of shocking her into her normal self, but she didn’t register, and 
kept on repeating the name, despite the fact that they played music, talked, 
etc. Patient stared straight ahead, would not move from any position in 
which she was placed, and remained in the same condition to the following 
day. Patient would not eat, so they had Susie come up to eat. This condi- 
tion remained for several days. Mr. and Mrs. F. talked to her and showed 
her things. Susie said patient needed a different kind of shock to “ bring 
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her back.” Susie said she had examined every nerve and brain to see 
what the matter was and that they were not working. Were in same condi- 
tion as leg is when we sit on foot and blood does not circulate. Mrs. F. 
thought of trunk containing clothes of first baby. Dr. W. here explained 
that he was present when patient examined contents of trunk. At first she 
permitted no one to approach her, and examined baby clothes with expres- 
sion of great mother-love in face, and tender caressing motions. She con- 
tinued to look over baby’s things in this manner for some time, paying 
particular attention to those things which the baby had appreciated most, 
then gradually changed from mother to person interested in the clothes, and 
for the remainder of evening became baby of one year in her attitude, play- 
ing with toys, throwing them across the floor, wanting to take the “ insides ” 
out, and so forth, as does any baby of that age, and having no apparent 
inclinations of adulthood. Would not talk during entire evening. Later, 
when doctor had gone and family wished to retire, tried to make patient 
sleep, but were unsuccessful and summoned Susie to sleep. The following 
day they gave her ice-cream and candy, and she acted like a baby, took 
anything off the floor as a baby does, could not walk, could not feed her- 
self, and so forth. On one occasion, they gave her an ice-cream cone, which 
she threw across the table, as baby might have done. Had to be taught, by 
imitation and punishment (denial) to eat properly, to walk, and so forth. 
In learning to talk, Mrs. F. would say “ Daddy” and then tell her to say 
it. Finally patient said it very low. Then Mrs. F. called the word in loud 
voice, and patient imitated. Then, as a child would, began to learn and 
recognize names and persons bearing these names. Learned names of 
objects and to “ what” they belonged. Scolded for having her dress up too 
high, she would say “ Put your dess down” to everyone after that, if relat- 
ing to short sleeves, low neck or dress. Pulled everyone’s sleeves down. 
On one occasion, they showed her money for which son was going to pur- 
chase ice-cream, and from that time on, when she would see money, would 
say “Ice-cream.” When they took her to movies, imitated children and 
clapped with hands and stamped with feet. Jumped out of seat when par- 
ticularly excited. Acted like small child at movies. Always went in after- 
noon so that she would not be conspicuous. At one time, they took her to 
a park in the machine. Would be afraid of passing machines and they had 
to hold her. Attempted to grab at everything that they passed, tried to take 
steering wheel. They showed her the sun and she called it a ball. Patient 
then began to call everything which was round a ball. Would smile when 
she saw sun, tried to reach for it. Imitated everything that was said. Took 
one step at a time when shown how to walk. If teacher would take step 
unnoticed by patient, so that patient had to take step unshown, patient would 
take immense stride with original foot. If head was kept up, so that she 
could not watch her feet, she would be unable to walk. Taken to movies 
about four times, patient improved, “grew” in sense of learning, very rap- 
idly. Came to herself suddenly. Susie claimed no blood circulating on left 
side of patient. Patient would point to left side of head, while Susie indi- 
cated that she had terrible headaches. Patient would cry from headaches. 
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Susie said blood was beginning to circulate and would continue if patient 
were sufficiently excited through movies, and so forth. When patient was in 
machine, and would see ice-cream, would call for it. Had to get it, or patient 
would attempt to leap out of machine for it. Ate very quickly. Mrs, F. 
taught her to eat slowly, by imitation, and taking food from her when she 
“gobbled.” Lights on machine would shine in the room and patient would 
call “ball.” Mrs. F. would stay in room with her and pretend to be asleep, 
Patient would close eyes in imitation, then would peep to see if Mrs. F. was 
still sleeping. This continued for some time until patient fell asleep, They 
took her to the show one evening, although headache was very bad. Would 
cry for two minute periods, although interested in movies. When saw 
horses, stood up and cheered. Then they returned home. Patient lying on 
couch. Susie came up and said that if they had kept up movies, patient 
would have come to. So family went to Western play in movies, pains in 
head came every three minutes, but family remained until show was over, 
Susie said not to take her home until she got ill and vomited. Rode up to 
a park and patient then took ill. Moaned with headache. Dragged patient 
into house when arrived home, and after there about five minutes, patient 
came to. Said “Oh, my head.” Screamed from pain. Wanted to vomit but 
could not. Asked what the matter was, and said “ Mother, you look so 
funny to me. It seems so long since I saw you.” Saw baby, said “ Say, what's 
wrong with me? Why this baby looks so much bigger than when I saw it 
last.” (First time in eleven days patient had been original self—Hattie.) 
Started to talk to baby, who had learned to coo, and baby laughed with 
patient. When patient came out of her dissociation, the family resorted to 
various devices to cover the time for which the patient had no memory, 
She had “gone out” the day before July Fourth. When the family pre- 
tended that the next day was the Fourth, patient could not understand why 
there were no flags around, etc. After recovery, on a Thursday, remained all 
right until the following Sunday. Looked at picture of priest in pocket- 
book, and on seeing Father — ’s likeness, was “gone.” Susie came up, 
cried, said she (patient) had gone again. The F. family told Susie to stay 
up that night. The next morning, patient came to as Baby, developed to 
stage when had previously recovered; that is, able to say a few words, to 
eat correctly, etc. Susie said patient’s blood had stopped at back of neck, 
so Mr. and Mrs. F. pounded her on back of neck until she cried. They 
stopped as did not want to hurt her. Used electric vibrator, which worked, 
as patient “came to” during use of it. Patient only remained in this condi- 
tion for few hours in the morning. Since then, has not spoken of priest, 
apparently does not think of him, though they go to church and see the new 
priest. Susie says she is keeping patient from thinking of priest. Patient 
reads occasionaly. Suffers from headaches, becomes completely worn out. 
Body hurts. Sunday night one of the men spirits came up to prove to 
husband’s parents that Hattie was possessed of spirits. A period of freedom 
from severe spells at this time was explained by the family on the grounds 
that “hickey ” (the devil) had not been around for an equal period of time. 
At one time, when Mr. and Mrs. F. were sitting on the bench, clothes line 
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was hanging up, and patient began to play with it, putting it around Mr. F. 
Mrs. F. insisted that this was not the patient. Despite Mr. F.’s telling her 
to stop, patient kept pulling line around, and would not stop. Mrs. F. states 
that she believes that it was the devil himself who was trying to put rope 
around neck of Mr. F. Patient darted for street. Mr. F. was not bound by 
rope which slipped, so he chased patient and put holy water on her. Patient 
did not remember anything of the incident. Patient does not see the devil. 
Susie can. Patient now is interested in baby’s clothes in trunk but does 
not care if others touch them, as she did previously. Even tries to pick 
out things to fit present baby. While in spell, valued them highly as tokens 
of first baby. Patient does not know that she “lost her mind.” Only was told 
that she bumped her head which has caused bad headaches. It was sug- 
gested that we would return in the future, and Mrs. F. was reminded that 
she had promised samples of writing of both Hattie and Susie. 


INTERVIEW WITH MOTHER OF PATIENT. 


A year after first seeing patient, her mother stated that things were not 
going so well in the home of Mr, and Mrs. F. His business was poor and 
the patient’s husband was discouraged about his wife’s health and was 
anxious to have her in a hospital. To this the mother heartily agreed. She 
suspected Mr. F. As Hattie, the patient agreed with her mother about the 
hospital, but when she became Susie, she protested. Even Mrs. F. began to 
doubt her husband’s sincerity, but he was able to meet their arguments, and 
even tried to get the patient’s mother to cooperate with him in bringing 
about her cure. 


INTERVIEW WITH PATIENT, HUSBAND AND Mr. F. 


(This interview showed that Mr. F. felt encouraged about patient.) 

Asked how patient was, all replied that she was cured. Susie left three 
weeks ago. The manner of her going (as accurately as could be gath- 
ered) is: 

Patient, as Susie, went to church with Mr. F. They have given up 
going to the monastery and have been attending St. *s Church. When 
they returned home, previous to dinner, Susie stood in one place, seeming 
to stare at something. Mr. F. states that her dress, which was white, had 
a “radiance” about it, that the visual candle which they always keep burn- 
ing, rose one foot in height, and Susie murmured “ Blessed Virgin.” He 
related how he felt immediately that she must be talking with “Our Lady 
Mary” and so he and the other members of the family left her alone and 
went into the next room. She remained there for about half an hour, and 
they could hear her talking as though in conversation. After this happened, 
Susie was no longer afraid of the cross or the rosary. She was able to take 
either one up and said she had seen the “light” and was saved; that the 
“Nick” no longer had any power over her. Previous to this event, the 
various men personalities had left patient. Each one had been saved, able 
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to touch the cross and rosary, able to talk, and each one was tendered a 
farewell dinner before his departure. The last one to go said that Susie 
would soon see the light and go from patient for good, but warned the 
family that they should watch the patient, as the “ Nick” would not give 
up without a struggle and Susie might return a few times or patient might 
run away. Patient’s last spell occurred after her first attempt to attend 
Church. At her request, Mr. F. went in first, the patient to follow. 
When he returned, patient had gone, and came to herself hours later jn 
the ———- railroad station, with no idea of how she had come there. She 
telephoned Mr. F. who called for her. Before making her departure, Susie 
wrote a letter to each member of the family saying ‘“ Goodbye.” As they 
were all anxious to see her leave, Mr. F. closed up the shop and they all 
gathered at the home. They tendered Susie a special dinner. After din- 
ner, she said “ Goodbye” to each one, kissed them all and wept. Then she 
left. For a time Mr. F. seemed to be succeeding as the patient remained 
in her primary Hattie state the greater part of the time, but she was watched 
constantly by Mr. F. and her husband. The patient stated that she was very 
weak after Susie went and that in some ways it was not as easy as before, 
because when she had pain of any kind, Susie would “ take it for her.” 

The details of my last visit to the patient, six years following the origi- 
nal interview, are sufficiently covered in the paper to disclose the great 
change which had taken place in her behavior as well as in her environment. 


ADDITIONAL ABSTRACTS FROM NOTES HAVING AN 
INTERESTING BEARING UPON CASE. 


Verbatim report of part of dialogue between Susie and Doctor. (Answers 
written by Susie.) 

One of the spirits was put in Hattie to make her suffer till this spell is 
taken of. it is three more years. I am Susie. I came from New York. 
(Susie writing.) 

Dr. W.: Who is Susie? 

I was a girl from New York. When I was a living person But since 
I was a spearit I was put right in Hattie. I have bin in Hattie for 12 years. 

Dr. W.: What does Hickey (devil) call you? 

He calls me a dirty brat because I told him he has no right to tuch me 
any more since I have started to pray so hard. It is harder for me to get 
help right away because I am a Luthern. 

Dr. W.: You are a Catholic. 

I wish I were a Catholic. 

Dr. W.: You were baptized a Catholic last November. 

Not me Father I was not But Hattie was I would like to be baptized over 
catholic but I guess it is not for me now 

Dr. W.: Who is Hattie? (Mrs. X.) 

Hattie is the girl that the body belongs to. 

Dr. W.: Why doesn’t Susie get out? 
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Because if I go now It will have to go back in darkness again I am see- 
ing light now. Please do not think I am a devil father. I am not Please 
do not think I am a devil I am not I wish I could let you know how. (Uses 
“Father ” when speaking to doctor because of habit of talking to priest.) 


NOTES. 


Husband of patient had a friend living at their house during first year 
of marriage, as he was afraid to be left alone with her at night. At 
one time she nearly choked him to death. (Unconscious protest against 
domestic situation). Often she would get up and wander across the 
room and he would not be able to get her back to bed without assistance. 
Several times during these spells he was forced to call in Mrs. , who 
lives on the second floor, to help quiet her. Mrs. ———— kept a ventilator 
between her floor and patient’s open all the time in order that she might 
hear if the baby cried and go down to its rescue for sometimes patient would 
have a spell and the child would be left lying on a table or some other very 
precarious place. Relatives all described patient’s condition in the same way. 
Will get an arm or leg in a queer position and it is impossible to move 
it. Something “snaps” and the attack is over. During one of these attacks 
patient apparently dislocated shoulder. Went around with it in a sling for 
months. Had several x-rays taken but no break could be found. Would 
faint if arm were touched. Was given a mental examination by a psychia- 
trist at this time. Doctor persuaded her that there was nothing the matter 
with her arm; she left the office without her sling and has not mentioned her 
arm since. However, at times now, she loses use of an arm or leg without 
any warning. Husband said that when she as Hattie objected to sexual 
intercourse, he would wait till she went into dissociated state and act with- 
out her knowledge. Is very suggestible. One time her mother came to her 
house and scolded her severely for having an enormous spider web on the 
wall. Said the spider would fall on her. Patient tells now that she is pursued 
by a huge spider and rabbit sent by two people who have bewitched them. 
Describes the spider as the one her mother called her attention to. As Susie, 
a New York woman who married a man she didn’t love and then had a 
lover, patient identifies her home situation with that of imaginary character. 
The family have not been able to make friends with the four men, as yet. 
They are Polish, American, German and Italian. (We suggest that these 
poorly developed male identifications represent Mr. F. who is Italian, her 
father who is German and her husband who is Polish). Patient says she 
cannot be separated from Mr. F. or two spirits will strike her down or 
paralyze an arm or leg. Patient’s mother recalled history of fight between 
Hattie (then 12) and a neighbor’s boy. The boy’s mother demanded an 
apology, which was refused, to which neighbor replied “ You will be sorry 
some day.” Three weeks later patient began having “fainting spells.” Re- 
calling the episode, mother was satisfied that a curse had been put on 
Hattie at this time which marked the beginning of her abnormal behavior. 
Family had pictures taken of Susie and Hattie. 
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Mrs. F.: Pearl always would be crying every time she came, she came 
crying. This one (Susie) is laughing even before she has arms out to you, 
And another thing, ordinary. Hattie—Hattie will eat, more than Susie eats, 
Every time. Hattie eats more than Susie eats. Hattie will take two or 
three helpings of potatoes. Both like candy, ice cream and sweets. Man 
only comes up when asked now. He did not like to come up because he was 
in a woman’s form. He came up for a blessing Sunday a week ago. First 
thing, quick—shoes off, can’t stand corsets and such things, or if earrings, 
takes them off and earrings off. Don’t like it. They say they feel ashamed 
because they are in a woman. I have cooked for everyone of them, to 
suit them. Italian wanted macaroni with tomato sauce, drank a glass of 
wine. Hattie came to, was drunk, could not walk. We asked Susie to 
come up, and she was all right. The American fellow likes ham and cabbage 
to eat. German likes sauerkraut. When men come up they are backward, 
They will drink but not in front of me. Will drink with my husband, Hattie 
won’t drink unless requested. Men smoke a cigarette, but only once or 
twice as they don’t like to do it because of Hattie. 

The F.’s believed they had learned many of the patient’s family secrets 
through Susie which they did not wish to disclose. Some of these were 
very distressing to Hattie herself. (They had been written by Susie.) 

Mrs. F.: At another time, doctor, this Italian fellow was up and wanted 
to kill George. He picked up the butcher knife and went to kill him. Hattie 
did not know anything about it. Hattie was supposed to do something 
before this and didn’t. George gave her a calling down. She fell down—he 
didn’t know the difference then—George says “If you don’t say you did 
it, I’ll knock you in the jaw.” She picked up the butcher knife to kill him. 

(This would appear to represent a desire to dispose of her husband. It is 
obvious the Italian is an identification with Mr. F. who is Italian. Being 
attracted to him, her wish to dispose of her husband manifests itself in the 
dissociated state in a manner similar to the execution of a wish fulfillment 
in a dream, when the repressions of the normal self are in abeyance.) 

Mrs. F.: One time the roll slipped off the electric piano. Susie asked 
a girl to take switch off. Girl says didn’t know how. Susie says “ They 
say—Oh, now we'll get it, we'll get punished now because we aren’t allowed 
to talk.” Then she jerked and twitched. (Reminding one of similar prohi- 
bitions against talking so frequently met in precox. ) 

Mr. F.: When she runs away up the street, she runs until we are almost 
up to her, then the devil knows he is going to get holy water so he leaves 
her, and she drops. The last time, he put up a fight, slipped out of her 
coat but I finally got hold of her, put holy water on her. A street car 
man wanted to know what it was. People volunteered, I refused and told 
them I knew what the trouble was and what to do, and she came to. I 
would like to have her run away just to see where she is going but I’m 
afraid of what the devil may make her do. Of late, the devil told the other 
spirits they would have to work very hard because I will get the better 
of them if they don’t. The devil said he is going to get square, because 
we are working hard to prevent it. 
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During one of my visits, the following episode occurred: Patient looked 
up, without meeting eyes of anyone in room, with a determined, mean look, 
and sat quiet. Mr. F. talked to patient, trying to persuade spirit to leave 
and to allow patient to return. This spell was not preceded by any warning, 
other than the silence. As Mr. F. talked to her (he had no holy water) he 
bent over and asked devil to leave, and allow Hattie to return. Reply was a 
strong slap in the face, and she started to fight with him. Fight must have 
lasted about five minutes, patient and Mr. F. on the floor. Patient spit in Mr. 
F’s face several times, and fought like a young Indian. When husband of 
patient finally brought in bottle of holy water, it took several applications 
before she fainted. Came to with hands on her head. Stated that she was 
shivering. Face was scratched. Mr. F.’s nose was bruised and bleeding. 
Patient appeared to know nothing of what had just taken place. 

Patient: I was here one day with Mr. F. on the steps, so I should not 
run away, husband in the yard. All of a sudden, he came to me (he mean- 
ing devil). I was so scared I wet all over the floor, tried to call Mr. F. 
and walked up to him but I could not call. I fell on the couch, and when 
I got my speech back I called him. I saw a man all in black with real pointed 
ears and pointed chin, has finger nails like claws, comes with hands out- 
stretched, has ugly grin. Saw a picture in the paper, Sunday section, same 
as saw down at the house. Saw him when we were first married, about 
two years. I used to say “Don’t you see it, George” and he would not 
see it. 

When spells started at age of 12, mother took her to an Indian doctor, 
Black Hawk Jim twice a week and he gave patient herbs. He told her 
patient would get dropsy. 

Husband: Once Hattie came to with pipe in hand which she had picked 
up as Susie. It was held for five minues, when with surprise, she noticed 
it, At times she will lay things down, forget, listens attentively and says 
she is told by Susie where article is. Susie is not afraid of insects nor rats. 
Hattie is greatly frightened by either. My wife would be swearing at me. 
Suddenly seeing me angered, would ask (as Hattie) “ What’s the matter?” 
After first baby, was dancing next day. At times she had no shame. Would 
talk baby talk when company was there. I would kick her (surreptitiously). 
She would blurt right out “ Quit kicking me.” 


DISCUSSION. 


Dr. Ltoyp H. Zrecrer (Albany, N. Y.).—Dr. Wholey has given us a 
most interesting account of a patient. If funds were available for the pur- 
pose our medical colleges and hospitals might utilize the cinema more than 
at present to preserve interesting clinical material that can hardly be described 
by words. As an adjunct to teaching it would be excellent. I can imagine 
some therapeutic possibilities growing out of the wider use of this method. 

Psychiatrists see many examples of profound change in personality. Such 
changes are not always brought about as quickly as in Dr. Wholey’s case, 
hor are they always identified by separate names. They are, however, often 
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very incompatible but on occasion may come to the rescue of each other, [p 
general, thwartings or obstacles in the way of satisfying self expression 
modify certain individuals profoundly and relatively quickly. These sudden 
rather discrete personality entities might best be understood if we knew more 
of the lives of children. I have known several who, in play, were so fasci- 
nated by acting parts of imaginary persons that they returned to their real 
selves so slowly that they gave some concern to their parents. Of course. 
the majority outgrew this tendency. I have seen many adults whose unpleas- 
ant problems made them wish they were other people of their choosing, 
How far such a wish might affect the imitativeness of persons is not well 
known. 

Recently, we had in our clinic an example, the counterpart of which was 
present in Dr. Wholey’s case. She was a single girl, 25 years old, of lower 
than average intellectual capacity, and extremely attached to her mother, 
who died suddenly. Her reactions for the first 24 hours thereafter resembled 
the violent last struggle of a fowl that has had its head cut off. She made 
unintelligible monosyllabic utterances like those of a child. After this she 
lost control of her sphincters and behaved like an infant less than a year 
old. Her spoken vocabulary consisted of “hat” and “mama.” She had to 
be fed with a spoon. It was interesting to follow the return of her vocabu- 
lary and the recovery of her control. She left the hospital in a week ina 
state of grief, seemingly normal for the circumstances. 

How many of us at football games become college boys for an afternoon? 
If we studied the normal more carefully the vestiges of personality dissocia- 
tion would doubtless be found often. The phenomena of our sleep life fre- 
quently give evidences of the “other fellow ” in us. 

Behavior, such as Dr. Wholey’s case presents, would seem to be a 
peculiar species of arrested development comparable, on the anatomic side, 
to ossification centers that fail to coalesce. 


Dr. Cornetius C. WHoLey (Pittsburgh, Penna).—Because of the lateness 
of the hour, I will add only one observation to my discussion. It has always 
seemed interesting in connection with these cases of multiple personality to 
see how severely their lives may be affected by the psychosis, in other words, 
how badly off mentally they seem to be and yet how remarkably under proper 
conditions, mental reintegration can take place. Their original mental equi- 
librium comes back and some cases seem actually to be more stable and 
efficient than they were before passing through the experience incident to 
multiple personality. The psycho-neurosis does not seem to carry with it 
qualities of malignancy. The lesion is purely functional and benign, differ- 
ing very distinctly in this respect from the reactions and residuals of 
schizophrenia where there seems to be almost always some more or less 
permanent disintegrating influence upon the integrity of the personality 
makeup. 


ORGANIZATION OF A STATE-WIDE MENTAL HY- 
GIENE COMMITTEE WITH SPECIAL REFERENCE 
TO ITS RELATIONSHIP TO THE MEDICAL PRO- 
FESSION.* 


By LEROY M. A. MAEDER, M.D., 
Medical Director, Pennsylvania Mental Hygiene Committee of the Public 
Charities Association. 


The Pennsylvania Mental Hygiene Committee is a state-wide 
committee on mental hygiene. It is a division and an integral part 
of the Public Charities Association of Pennsylvania, a state-wide 
organization created 20 years ago to help prevent mental dis- 
ease and defect, delinquency and dependency through an intensive 
educational and legislative program. 

The Public Charities Association stands for the proposition that 
the citizens of the state should and do have an active interest in 
the conduct, administration, quality and cost of welfare and char- 
itable activities supported and carried out by governmental agen- 
cies. It recognizes that the legislature can only appropriate public 
funds for purposes which are proven and accepted by the people 
as legitimate and proper spheres for the use of public monies. 
Executive departments can carry out these purposes only through 
tried and accepted measures. Governmental and public agencies 
must of necessity be conservative and slow in making changes and 
innovations. All public servants must be convinced of the value of 
anew policy or method before adopting it. This makes imperative 
education of the people and enlightened, sound authoritative infor- 
mation for legislators and public officials. 

The prime objective of the Public Charities Association is public 
education of the citizens of the Commonwealth as to the problems 
of public charities and welfare, possible ways of dealing with these 
situations, methods which offer the best solution, their cost and 
justification for the expenditures of public funds. To accomplish 
this end the Public Charities Association carries on a continuous 


* Read at the eighty-eighth annual meeting of the American Psychiatric 
Association, Philadelphia, Pa., May 31—June 3, 1932. 
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program of education of the public through literature, publica. 
tions, lectures, conferences, meetings, luncheons and dinners, by 
continuous contact and conferences with legislators, political Jeaq- 
ers, public officials, leaders of the various professions, leading 
and influential citizens. 

The Public Charities Association sponsors remedial legislation, 
which is the channel through which specific modifications or inno- 
vations in governmental functions are effected. To promote the 
enactment of remedial legislation the Association must be in a posi- 
tion to present to legislators, administrative and political leaders, 
public officials and interested citizens accurate data and facts con- 
cerning the proposed legislation. It must have the confidence of 
those in public life. The Public Charities Association must be and 
is a strictly non-partisan, non-political organization, with no politi- 
cal affiliations. It has no interests to serve except those of the pub- 
lic, its dependent wards and the charities which are supported by 
public funds. 

The Public Charities Association receives no state aid and no 
support from any governmental body or agency. It is a private 
charitable organization, receiving its entire support from member- 
ships and contributions from individual and private organizations, 
It has an active, contributing membership of over 6000 individuals 
and organizations in the 67 counties in Pennsylvania. It is free to 
direct its energies toward a broad program of objectives, to sponsor 
surveys and research, to carry out experiments and demonstrations 
and to throw the whole weight of its influence where needed most 
in support of worthy public charitable causes and legislation. 

To effectively accomplish its first and primary function of fact- 
finding, observation of existing conditions, and correlation and 
testing of these findings, the Public Charities Association has a 
number of divisions and departments. 

The Child Welfare Division is committed to the working out of 
an adequate child welfare program, both public and private, for 
the state. It concerns itself with the future of the state’s depen- 
dent, neglected, delinquent and physically and mentally handicapped 
children, and with the agencies, institutions, groups, courts and 
laws dealing with these children. 

The Poor Relief Division after a thoroughgoing study of the 
public poor relief situation throughout the state is developing a 
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program of county welfare organizations to replace the antiquated 
and inadequate poor relief system that exists today. In this con- 
nection it is also studying the questions of old age assistance, social 
insurance and the replacement of poor houses and almshouses by 
institutions to provide proper care of the indigent chronically ill. 
This program involves an extensive educational and legislative 
campaign. 

The Pennsylvania Committee on Penal Affairs of the Public 
Charities Association is interested in criminal court procedure; 
scientific diagnosis, classification and treatment of the offender ; 
juvenile courts; probation; parole and penal and correctional 
institutions. 

The Citizens’ Committee for the State Welfare Building Pro- 
gram cooperates closely with all other divisions of the P. C. A., 
accumulates data regarding the state and county institutions for 
the mentally ill, mentally defective, delinquent and penal offenders 
and carries on an intensive educational campaign for adequate main- 
tenance and capital development of the state institutions. 

The Association publishes monthly the “ P. C. A. Herald,” a 
magazine of general social work throughout the state, and during 
the sessions of the legislature publishes “ Social Legislation,” a 
weekly bulletin, reporting all measures affecting social welfare. 

The Pennsylvania Mental Hygiene Committee, as the oldest divi- 
sion of the Public Charities Association, serves as a prototype of 
divisional organization. It is composed of three sections, Western, 
Central and Eastern, corresponding respectively to the natural geo- 
graphical divisions of the state. Each section determines and con- 
trols its own local activities through its local executive committee, 
which is coextensive with its membership. The Mental Hygiene 
Divisional Council, the Executive Committee for the whole Com- 
mittee, composed of three state councilmen from and elected by each 
section, and a State Chairman and Secretary elected at large by the 
nine state councilmen, is vested with power to determine the state- 
wide policies, programs and activities of the Committee in regard 
to legislation and other matters of state-wide interest and concern, 
and to correlate and make uniform the policies, programs and 
work of the sections to such extent as is in its discretion feasible 
and desirable. The Council holds three stated meetings a year, in 
the fall, winter and early summer respectively at the time and place 
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of the annual session of the Medical Society of the State of Penp-. 
sylvania, of the Public Charities Association, and of the Amerj- 
can Psychiatric Association. The Committee delegates to its medi- 
cal director executive duties and the details of its program and 
work. 

Each division of the Public Charities Association, therefore, has 
its Own executive secretary and its governing council, board or 
executive committee, composed of professional and influential per- 
sons with special knowledge, experience, interests and influence in 
the major field of activity of the division, charged with the prime 
responsibility for its own particular studies, program and activi- 
ties. Each division submits its program to the mother Association 
for approval, and correlation with the program of the Association 
as a whole. Each division and committee is represented on the 
Board of Directors and on the central Executive Committee of 
the Public Charities Association. Further responsibility for the 
carrying out of its own program rests primarily with each division. 
Each division therefore has investigative, advisory and executive 
tasks in its own field. 

The Public Charities Association itself, as distinguished from 
its divisions, carries out a primarily executive function. Its Board 
of Directors of public spirited citizens is widely representative of 
the important public, professional, economic and social interests 
in the Commonwealth. The Board and its Executive Committee 
meet at frequent regular intervals throughout the year and have the 
final responsibility for the policies of the Association, its finances 
and executive direction. They correlate the program and activities 
of its divisions, decide which features of the welfare program in 
the state merit special attention and emphasis, work out a plan of 
strategy and procedure and throw the whole weight and influence 
of the Association to the accomplishment of these objectives, In 
any particular campaign they mobilize for action all possible indi- 
viduals, groups, agencies and resources. To its full-time executive 
director is delegated administrative and executive responsibility, 
correlation of divisional activities, direct charge of the membership 
department and direction of the general program of the Association. 

The advantages of this type of organization for a state-wide 
mental hygiene committee are obvious in theory and proved in 
practice. Mental hygiene is no longer solely a matter of improve- 
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ment of the institutional care of the mentally ill, defective, epileptic 
and penal offender. It is also a community proposition. Its rami- 
fications are broad and closely intertwined with all branches of 
social welfare. Mental hygiene is concerned with child welfare, 
the delinquent, the penal offender, with poverty, dependency and all 
aspects of family and social welfare. In a set-up such as the Public 
Charities Association, the Pennsylvania Mental Hygiene Commit- 
tee has the advantage of counsel and assistance from other groups 
dealing with various aspects of social welfare. At the same time 
it works closely with them. It can devote its full energies to mat- 
ters of study, policy and program, as responsibility for finances is 
borne by the Association, which through its organization and per- 
sonnel is better qualified to carry out this function than is the medi- 
cal executive or the professional membership of a state mental 
hygiene committee. Furthermore an organization of the type of the 
Public Charities Association through its large membership and 
numerous contacts and affiliations is able to offer to a mental 
hygiene committee broad channels for distribution of educational 
material and to lend the weight of its active organization and influ- 
ence to the state-wide program of the committee. Finally, such an 
arrangement obviates unnecessary duplication of efforts, leads to 
a correlation of social and welfare activities in the state and is of 
mutual advantage to an association of the type of the P. C. A. and 
to the welfare interests represented in its divisions. 

The Pennsylvania Mental Hygiene Committee has a membership 
of 122 men and women of whom 100 are physicians. Of this medi- 
cal membership the majority is in the field of neurology, psychiatry 
and child guidance. Internal medicine, pediatrics, obstetrics, gyne- 
cology and surgery are also represented. This medical membership 
includes a large percentage of all the neuropsychiatrists in the state 
and very substantially represents neuropsychiatric interests in state, 
county and municipal services, in the six medical schools in the 
state and in the state and county medical societies. The crystallized 
opinions of this group therefore constitute a close and reliable 
gauge of neuropsychiatric sentiment in the state. 

For many years, 1913 to 1930, the membership of the Pennsyl- 
vania Mental Hygiene Committee was limited strictly to physi- 
cians. The policy proved sound and well justified during the early 
period of the Committee’s existence. Mental hygiene is a broad 
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subject, even for psychiatrists. One’s conception of it is largely 
determined by the angle from which one sees it. The physician 
engaged in mental hospital work will probably view it as predomi- 
nantly a state, community and public health problem. The neurolo- 
gist and pediatrician are likely to see it as primarily a problem of 
clinical medicine with emphasis on the organic and physiological 
factors. The psychiatrist and the psychologist in private practice 
are also likely to emphasize the individual approach. Persons in 
child guidance work will see the importance of environmental fac- 
tors in school, at home and at play. Each sees a particular and 
important aspect of a mental hygiene program and each has a real 
contribution to make. It is also important, however, that each sees 
the whole field and the totality of problems presented. 

The Pennsylvania Mental Hygiene Committee started out on 
the assumption that mental hygiene is a matter of public health in 
the realms of mental disease, disorder and defect, and that as a 
state-wide public health activity its leadership and direction should 
come largely from the medical profession in the state. Its first task 
was therefore to study within its own councils the various aspects 
of mental hygiene, to work out and agree upon a practical and 
sound program of mental hygiene for local communities and the 
state as a whole, and to prepare itself for competent and intelligent 
leadership and direction in this field. At regular monthly business 
and social meetings matters of mental hygiene were discussed, 
views exchanged, acquaintanceships and friendships made and 
cemented. Mutual confidence and tolerance were established on the 
basis of a community of interests, and personal relationships were 
strengthened. 

Any group, to be effective in a public movement, must go through 
this early stage of study, fact finding, clarification of views and 
issues, settlement of fundamental differences of opinion, and estab- 
lishment of mutual understanding and confidence and of familiarity 
in working together as a unit. The more homogeneous the group at 
the beginning, the quicker and more effectively this stage of incuba- 
tion is passed through. A live objective which engages the approval 
and interest of all in the group is essential from the very begin- 
ning. It stimulates concerted activity and binds the group closer 
together. In Pennsylvania the Committee adopted as its first prime 
objective improvement of the state’s facilities for the care of the 
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mentally ill, mentally defective, epileptic and penal offenders. This 
was also the major objective of the P. C. A. Later the Eastern Sec- 
tion, again working closely with the Association, led the movement 
for a demonstration child guidance clinic for Philadelphia which 
culminated successfully in the establishment of the Philadelphia 
Child Guidance Clinic in 1925. 

In 1930 each section of the Committee elected three lay persons 
to its membership and in the early part of this year, 1932, adopted 
a definite policy of lay membership, to include especially persons 
representative of various professional and lay organizations inter- 
ested and active in the field of mental hygiene. The Pennsylvania 
Mental Hygiene Committee has never been oblivious of or denied 
the important contributions which lay and non-medical professional 
groups have to make to mental hygiene. It has, however, been con- 
sistently committed to the conviction that any program of mental 
hygiene in a state, to be effective and enduring, must have the full 
support of the medical profession. To secure this the medical 
membership of the Committee must play an important and active 
role. This can be accomplished most surely by starting with a 
nucleus of medical men who are really interested and will really 
work. To this nucleus should be added consistently more medical 
men and later representative lay persons. The end result is a com- 
mittee of individuals, each of whom is well informed on the pro- 
gram and objectives of the committee, recognizes his own obliga- 
tions and responsibilities and takes an active part in the activities of 
the committee. To assemble a committee on paper is a simple mat- 
ter; to organize a committee which actually works and knows what 
it is doing, and really carries on, is a job which requires thought, 
time, and persistent effort. 

The fact that the Pennsylvania Mental Hygiene Committee was 
from the beginning a division of the P. C. A. has undoubtedly been 
an important factor in its development. The Committee on the 
one hand has had the benefit of the interest and support of the 
board of directors and membership of the P. C. A. and the benefit 
of close contact and consultation with the personnel of the other 
divisions of the Association on the mental hygiene aspects of their 
own interests and work. Moreover, persons with special interest 
in mental hygiene have been able to satisfy that interest in sup- 
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port of the mental hygiene program adopted by the Association on 
recommendation of the committee. 

As the general program of this committee has already been pre- 
sented by the speaker to the members of the American Psychiatric 
Association in an article on “ The Pennsylvania Mental Hygiene 
Committee of the Public Charities Association,’ which appeared 
in THE AMERICAN JOURNAL OF PsycHIATRY for March, 1932, as 
part of a presentation of “ Philadelphia and Psychiatry” by 
Harold D. Palmer, M. D., the speaker will limit his discussion of 
the committee’s program to a consideration of that part of the 
program which relates particularly to the medical profession in the 
state. 

The Medical Society of the State of Pennsylvania has had its 
own Committee on Mental Hygiene since 1927. The chairman of 
that committee since its inception has been J. Allen Jackson, M. D., 
Superintendent, Danville State Hospital, and a member of the 
Central Section of the Pennsylvania Mental Hygiene Committee. 
For the past three years the other two members of the State Medi- 
cal Society Mental Hygiene Committee have been the Chairman of 
the Western Section and the Medical Director representing the 
Eastern Section. A year ago the membership of this committee of 
the State Society was augmented to include all neuropsychiatrists 
in the state. The program on mental hygiene approved by this lat- 
ter committee has just been published as an editorial in the May, 
1932, issue of The Pennsylvania Medical Journal: 


“PROGRAM OF THE MENTAL HYGIENE COMMITTEE OF THE 
STATE MEDICAL SOCIETY. 


1. Arrange programs on mental hygiene before 

(a) County medical societies, stressing neuroses and psychoneuroses 
this year. 

(b) The woman’s auxiliary of each county medical society. 

(c) Parent-teacher associations, federated clubs, service clubs, etc. 

(d) Radio audiences, by encouraging and promoting the broadcasting 
of mental hygiene subjects in the central and western sections of 
the state under the auspices, respectively, of the Dauphin and 
Allegheny County Medical Societies. 

(e) Medical readers, by preparing editorials for the Pennsylvania 
Medical Journal on mental hygiene and psychiatry. 

2. Arrange, if possible, for one paper on mental hygiene before the General 

Session of the Medical Society of the State of Pennsylvania, and for a 
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combined symposium on surgical and psychiatric problems, before either 
the Section on Surgery or the Section on Medicine. 

3. Request county, municipal and state mental hospitals, institutes, and schools 
to arrange a clinic for the county societies in their hospital or school 
district at the hospital, school or institute. 


4. Stimulate our medical colleges to the need of further practical training of 
medical students in psychiatry through clinical and didactic lectures and 
during internship training. 

3. Procure the cooperation of our general hospitals in treating certain bor- 
dering cases. 

Speakers for such a program may be procured through the coopera- 
tion of the Pennsylvania Mental Hygiene Committee of the Public 
Charities Association and the members of the Mental Hygiene Com- 
mittee of the State Medical Society, which has augumented its mem- 
bership to include all neuropsychiatrists in the eastern, central and west- 
ern sections of the state. All requests for speakers, however, should be 
addressed to Dr. J. Allen Jackson, Chairman, for Mental Hygiene Com- 
mittee, Danville, Pa. 

The above program is also approved by the president and officers of 
the Medical Society of the State of Pennsylvania.” 

The Pennsylvania Mental Hygiene Committee, therefore, works 
closely with the State Medical Society in its program of profes- 
sional and public educational activities. This work is also corre- 
lated with the program of the State Bureau of Mental Health, the 
Director of which is chairman of the Central Section of the Mental 
Hygiene Committee of the Public Charities Association. 

Legislation to be sponsored is drawn up only after consultation 
and conference between all interested groups, and wherever pos- 
sible the approval of the State Bureau of Mental Health and the 
State Medical Society is obtained at an early date. The recent bill 
passed by the 1931 Legislature for the establishment of the new 
Western State Psychiatric Hospital in Pittsburgh is a typical 
example of the Committee’s procedure in legislative matters. The 
Committee has for years been interested in securing a state psy- 
chiatric or psychopathic hospital for Pennsylvania. It was finally 
agreed that the hospital should be located in Pittsburgh and that 
an effort should be made in the 1931 Legislature to secure approval 
of a bill to establish this hospital. This project was formally rec- 
ommended by the Committee to the Public Charities Association 
for approval and was accordingly adopted as one of the major 
objectives of the Association. The State Welfare Department and 
its Bureau of Mental Health were consulted, approval granted and 
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the details of the bill decided upon. The Mental Hygiene Commit- 
tee of the State Medical Society also approved the project and 
through the Committee on Public Health Legislation recommended 
it to the House of Delegates of the State Society for adoption as 
2 legislative aim. The Medical Society of the State of Pennsyl- 
vania at its next annual session acted favorably and the Western 
State Psychiatric Hospital became a legislative objective of the 
medical profession of the state. 

It is submitted that the surest guarantee of success and enduring 
results in a state-wide mental hygiene program is effected through 
an organization of the type of the Pennsylvania Mental Hygiene 
Committee of the P. C. A., which ensures the closest contact and 
practical cooperation between the medical profession, public off- 
cials, legislators, lay and other professional groups interested in 
mental hygiene. 


DISCUSSION. 


Dr. J. ALLEN JAcKson (Danville, Pa.).—Mr. Chairman and Members of 
the Association: The things which impressed me the most in Dr. Maeder’s 
presentation, which reflects the activities and achievements of the Mental Hy- 
giene Committee of the Public Charities Association and the parent organiza- 
tion as well, are as follows: First, in presenting a mental hygiene program 
embracing information, education and improving the care of the mentally ill 
in Pennsylvania, the entire program has been handled in such a way as not to 
offend the good-will of the administrative branches of government; com- 
munity agencies and particularly the medical profession represented by the 
State Medical Society of Pennsylvania. 

As Chairman of the Mental Hygiene Committee of the State Medical 
Society and superintendent of one of the state hospitals in the Commonwealth, 
as well as a member of committees on related agencies, I am in a very good 
position to observe the smoothly working, correlated relationship of all 
agencies in the state interested in mental hygiene. It is gratifying to the 
medical profession to observe the role yielded to medicine in mental health 
matters by these various agencies. Of course, I am conscious that much of 
this happy relationship is due to the leadership of Mrs. Percy C. Madeira, 
Jr., Mr. George R. Bedinger, the Executive Secretary of the parent organi- 
zation, and Dr. Maeder, as well as that of other members of the Public 
Charities Association and the representatives of the various groups interested 
in mental hygiene. 

I would like to say, Mr. Chairman, that I do not know how many contro- 
versial subjects have come before this Association at this meeting, but to the 
visitors from other states, I think I can say for the workers in mental hygiene 
in Pennsylvania you can carry away with you one thought, and that is there is 
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no controversy in Pennsylvania so far as mental hygiene is concerned. As a 
result, slowly but surely constructive progress is being made along all lines. 
This constructive progress, I believe, is due to the advantages of group 
leadership with supervision and coordination over individual leadership and 
dictatorship. Add to this group leadership the initiative of individual hos- 
pitals, schools, institutions, child guidance clinics, state and county, a kind 
of Jeffersonian simplicity, if you please, and you have the Pennsylvania sys- 
tem. That may sound strange indeed in a state where politically we follow 
more the views of Alexander Hamilton, but, nevertheless, it is true. 


Dr. GeorceE K. Pratr (New York City).—Mr. Chairman, Dr. Maeder, 
Ladies and Gentlemen: One of the things about which those of us in the na- 
tional field of mental hygiene for some years have come to a conclusion is a 
profound conviction that it is neither possible at this time nor desirable to 
attempt any set pattern for the organization of programs of mental hygiene 
committees or societies. A pattern that would work well in Massachusetts 
might entirely fail in some other state, and the program which Dr. Maeder 
has told us about this afternoon, which worked so admirably in Pennsylvania, 
would undoubtedly be quite inappropriate in certain other states that I have 
in mind. 

We should, therefore, avoid any feeling that a crystallization of program or 
method is desirable. But where you have, on the other hand, a flexibility, it 
is possible to devise a program to meet the individual needs of the community 
just as one formulates a program of therapy for an individual patient. In 
Pennsylvania, we have heard how well the program of the Mental Hygiene 
Committee, which is a part of the Pennsylvania Public Charities Association 
works out. It is true also that in New York State what corresponds to a state 
mental hygiene society is likewise a part of the State Charities Association, an 
organization set up very much along the lines of the organization Dr. Maeder 
describes. 

But in Massachusetts the Mental Hygiene Society is entirely independent, 
as is also the case in most other states, and I think it would be a rash indi- 
vidual who would attempt to evaluate the worth of these organizations in 
terms of a single standardized set-up. 

The program which Dr. Maeder described to us is a splendid one with re- 
gard to the work of mental hospitals, the promotion of legislation, and so 
forth. I can’t help feeling, however, that in visualizing a mental hygiene 
program, there must be constant recognition of the fact that the term “ mental 
hygiene ” is neither interchangeable with nor synonymous with the word “ psy- 
chiatry.” Mental hygiene, as Dr. Maeder points out, is much broader than 
psychiatry alone, and while I would be the last to attempt to minimize the 
influence and contributions which psychiatry has made to mental hygiene, at 
the same time I appreciate there are additional aspects to mental hygiene 
which must, in a well rounded program, also be given attention. It seems to 
me, therefore, that these other non-psychiatric aspects cannot be given ade- 
quate attention by an organization which consists of 122 members, of whom 
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100 are physicians. Mental hygiene, if it is the broad sort of thing that we 
hope it is, has a very direct and immediate interest in the whole community, 
and there is not a single citizen in the community, no matter how humble his 
economic or social status, who has not some very direct and immediate con- 
tact with problems of mental hygiene in one of their very many aspects. So 
it would seem to me that a mental hygiene program which is dominated 
almost to the point of exclusion by medical men, of whom a large proportion 
are psychiatrists and neurologists, is apt to become a one-sided program, in 
danger of ignoring the indispensable contributions made to a broad mental 
hygiene by psychology, sociology and those other scientific disciplines which 
interlock with modern medicine. And, by the way, in speaking of medical 
dominance, I am differentiating it from medical leadership which is quite 
another matter. Few there are who object to medical leadership in mental 
hygiene if it be sound leadership. 

Furthermore, it seems to me that if the general public are deprived of an 
opportunity to have a part in a mental hygiene program, they cannot but be 
luke warm at best with regard to widespread support of the organization 
sponsoring such a program. It has been found that representation of certain 
professional groups as groups, while desirable, is not enough; the mental 
hygiene society must have also on its active membership roster a large num- 
ber of individuals representing not only professional groups but the rank and 
file of other community interests and resources. 

Finally, I suppose the Utopian harmony which Dr. Jackson describes as 
existing within the Mental Hygiene Committee in Pennsylvania is a most de- 
sirable sort of thing. He says, “ There is no controversy within our organi- 
zation.” Some day I should like to be connected with an organization in which 
there is no controversy. As a matter of fact, controversy within reasonable 
limits is one of the healthiest signs of growth, and one wonders if there is not 
considerable danger of falling into a rather static or even complacent at- 
titude where everyone within an organization is agreed with everyone else 
and progress perhaps is not stimulated as rapidly as it might be. 


Dr. LeRoy M. A. MaAeper (Philadelphia, Pa.).—I fear that in my em- 
phasis on the matter of organization of a mental hygiene committee and on its 
particular relationship to the medical profession, I may have given the im- 
pression that we have somewhat ignored the other aspects of a program of 
mental hygiene. As a matter of fact, we recognize all aspects of the mental 
hygiene program and we endeavor to carry them out, and I think we succeed 
in a fair way in doing so. The program of the Committee, as I pointed out, 
has appeared in the AMERICAN JOURNAL OF PsycHIATRY and, therefore, I 
have not gone into that matter in detail in this paper. Far from ignoring the 
contributions of psychology or social work, it is one of our definite objectives 
to secure greater cooperation between psychiatry and psychology and social 
work in this state. 

The second point which Dr. Pratt brought up is the matter of 
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definitely that through the Public Charities Association with its large mem- 
bership, we give the public an ample opportunity to participate in our pro- 
gram. The conferences between the members of the various divisions of 
the Association give ample outlet for these interests in mental hygiene. 

As far as the money matters are concerned, it seems to me that an as- 
sociation of the sort of the Public Charities Association with its special or- 
ganization for membership and its numerous contacts is better able to secure 
financial support for a mental hygiene program and to do it more economi- 
cally than would a mental hygiene committee alone be able to do. 

Another important feature of it to me is that the Association relieves the 
Medical Director of the Mental Hygiene Committee and also the membership 
of the committee from responsibility in raising finances which most of us are 
not trained or adapted to do and leaves to us the sole function of carrying on 
our studies and prosecuting our program. 

As regards the controversies in the state, we have plenty of healthy con- 
troversies, but what I meant to point out was that there is no animosity. I 
think we have eliminated to a great extent the personal difficulties, and I 
think we are willing to admit frankly that in a large group of medical men 
there are personal difficulties that come up, and I do think it is important in 
the early stages of a mental hygiene committee for the men to get to know 
each other, to have confidence in each other, tolerance of each other’s view- 
point and willingness to thrash these things out in open conference and 
eliminate personal factors as much as possible. 
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PSYCHIATRY AND ITS RELATIONSHIP TO THE AD- 
MINISTRATION OF THE CRIMINAL LAW.* 


By WILLIAM NELSON, M.D., 
Director Psychiatric Child Guidance Clinic, City of St. Louis. 


Psychiatry during the past decade has undergone such ex- 
pansion, especially in its service aspect, that comparison of psy- 
chiatric service today with that of a few years ago reminds one of 
the ascendance of modern scientific procedure over the meta- 
physical deliberations of years gone by. 

Not that one makes claim for such advanced knowledge of human 
behavior today, but rather that scientific attitudes have taken the 
place of metaphysical musings and as a consequence a vast amount 
of data has been accumulated pertaining to human behavior that at 
least meets the requirements of scientific concepts. 

“Extramural” psychiatry has become an essential part of the 
psychiatric service established for the examination and treatment 
of individuals who do not reach the mental hospital. At the present 
time thirty-four states have established clinics of a mental hygiene 
character for the purpose of studying the behavior of maladjusted 
individuals including the mentally diseased, delinquent, criminal, 
etc., in the hope that the rapidly increasing population in reform 
schools, penitentiaries and mental hospitals might be reduced. 

A few states have made provision specifically for the psychiatric 
examination of offenders against the law. The author six years 
ago advocated mandatory provision for the psychiatric examination 
in the state of Missouri of individuals accused of crime.’ This 
was done after observing the results of such a provision in the state 
of Massachusetts. 

Since writing the above-named article some significant hap- 
penings have evolved in dealing with the offender of the law. The 
relationship between the psychiatrist and the members of the legal 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 31-June 3, 1932. 
*St. Louis Law Review, June, 1926. 
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and judicial profession has been an increasingly effective one. The 
psychiatrist in his role of scientific investigator and interpreter 
of the behavior of the individual has been able to contribute his 
knowledge to the dealing with the offender with the result that the 
offender and society have been considered rather than the offense 
committed. 

This is bringing about a changed attitude toward expert medical 
testimony and permits of an examination of an offender with the 
possibility of the findings of such examination being accepted and 
serving as a basis for the disposition or treatment of the individual 
so involved. The former tendency for opposing or partisan expert 
medical testimony to be submitted with its orgy of hypothetical 
question, cross examination, psychological bias, etc., has been, in 
many instances, replaced by a careful analysis of the offender, his 
makeup, developmental experiences, environmental influences, ete, 
Such procedure has been given the stamp of approval by the most 
significant national organization of the legal profession, namely, 
the American Bar Association, which two years ago at its annual 
meeting unanimously adopted a resolution providing for the man- 
datory psychiatric examination of offenders of the law.’ 

While no mandatory statutory provision for psychiatric examina- 
tion of offenders has been enacted by the state of Missouri legal 
provisions exist that permit of such examination being made. The 
city courts, which have jurisdiction over misdemeanors ; the courts 
of the criminal correction, which have preliminary jurisdiction over 
felonies ; and the circuit courts, which have jurisdiction in trial of 
felonies ; all have availed themselves of the psychiatric service avail- 
able through the Department of Public Welfare of the city of St. 
Louis. 

The author for the past eight years in his capacity as director of 
the Psychiatric Child Guidance Clinic has come into intimate con- 
tact with various sources dealing with human behavior. This has 
pertained not only to the juvenile court, schools, social agencies, 
parents, etc., which the clinic serves as a part of the community pro- 
gramme, but to a minor extent it has served the adult courts through 
the same cooperative spirit that has existed between it and the many 
other agencies with which it has dealt. 


* Annual meeting of the American Bar Association, October, 1929. 
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The number of patients examined for the adult courts is 410. 
The spirit that prompts this article is a desire to report the experi- 
ences of the clinic under voluntary relationship between it and the 
adult courts availing themselves of the service. 

That expert medical testimony has come in for a large share of 
criticism there is no doubt. That some of the criticism is just and 
embraces certain facts in regard to the medical expert there can also 
beno doubt. But that medical expert testimony is essentially honest 
Iam thoroughly convinced and I believe with improvement of con- 
ditions under which it is rendered it will be lifted to a plane where 
it will be acknowledged by everyone as a revelation of facts based 
upon the best scientific knowledge extant. 

The medical expert, contrary to a notion held by some persons, 
is not a biased person. While it is true his partisan employment en- 
courages him to lean in the direction of his employment there is 
always the compensatory influence of a scientific training and fact to 
balance him, and it usually does. 

The question of the nonpartisan employment of the expert can 
easily be solved by his being designated by the court to make the 
examination. After all the scientific man is interested in the im- 
provement of humanity, for as such man’s social welfare is the 
crystallization of his aim. This pertains to the individuals making 
up society as a whole as well as the individual who stands charged 
with an offense against his fellowman. The psychiatrist attempts 
to investigate all aspects of the situation with a view to determin- 
ing the assets as well as the liabilities possessed by the offending 
person, utilizing the resources set up by society for the rehabilitation 
of the individual as well as the protection of the individuals that 
make up society. One cannot consider the one without taking 
cognizance of the other. Ascertaining these facts the medical 
expert through his training and experience should be qualified 
to offer suggestions for the treatment of the offender as well 
as the protection of society for their relationship is indissolubly 
united. In our experience with the courts the encouragement has 
been for us not only to make an investigation with the idea of re- 
porting upon the offender’s degree of responsibility but to make 
recommendations as to the treatment of the offender. This brings 
the psychiatrist into direct relationship with the court whose aide 
he really becomes. It removes him from the position of being sought 
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by either prosecution or defense to conduct the examination. In 
every situation where we conduct an examination it is only at the 
request of the agency having jurisdiction. This is as it should be, 
for after all, we are not interested in submitting information that 
is to be scrutinized with a view to its disruption through orgies 
of cross examination, the use of hypothetical questions, dogmatic 
demands for arbitrary answers to the questions: “Is this person 
sane?” or “ Is he insane? ” 

During recent years there has developed considerable confidence 
on the part of certain trial judges, prosecutors and defense attorneys 
in a psychiatric examination. This is indicated in the cooperation 
that has existed in a number of cases tried in the criminal divisions 
of the circuit court as well as those tried in the courts of criminal 
correction and city courts. Just as it requires a particular type of 
personality to become a competent psychiatrist so also does it require 
a particular type of personality to be able to assimilate facts per- 
taining to human conduct in its legal significance, its motivations, 
implications and consequences. It has often been stated that there 
are no statutory provisions for certain procedure and that there- 
fore one must observe a stereotype that adheres to interpretation 
predicated upon facts long ago superseded by the progress of en- 
lightenment. I contend that we interpret intelligently when we deal 
with fact in its dynamic significance, for fact is ever changing in 
the light of evolving knowledge. Therefore our conception of the 
provisions of the law will depend not upon a static meaning that 
we read into it, but rather upon a flexible concept that permits of 
interpretation in accordance with changing fact. We have an illus- 
tration of this in our U. S. Supreme Court in the personalities of 
such men as former Justice Holmes, Justices Brandeis and Stone, 
whose brilliant discussions of questions coming before them evinces 
an attitude consistent with the changing social order. We are for- 
tunate in having men of this character locally who are charged with 
legal interpretation and administration. It is this fact that has 
made it possible for psychiatric service to be of greater value in deal- 
ing with offenders. 

From the city courts which have jurisdiction only over misde- 
meanors there are referred many interesting problems. Problems 
from simple peace disturbance to more serious offenses against the 
person as well as property and social regulations are often involved 
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in municipal court cases, but for want of sufficient evidence it is 
not feasible to secure a warrant against the offender in the higher 
court. Some of the more serious offenses, drug addiction, alcohol- 
ism, assault, are brought into these courts under charges of dis- 
turbance of the peace. Many of these individuals upon examina- 
tion show signs of disorder or diseased personalities. Some of 
them are suffering from frank mental disease, others have all de- 
grees of physical degeneration, disease and injury. 

Asa matter of fact the criminal individual is not different in make- 
up from other individuals. He has the same structural composition, 
the same reflex mechanisms, the same physiological activities ; and, 
except in degree, he is actuated by the same driving forces that 
prompt every other individual in his or her behavior. So in dealing 
with the individual who commits offenses against the regulations of 
society One cannot properly deal with the situation without an 
intimate knowledge of the individual as a whole. When one ap- 
proaches the problem from this aspect the situation is not essentially 
different from what it is in other aspects of medical science. All 
cases of typhoid fever or appendicitis are not treated alike just 
because they happen to be labeled one of these particular diseases. 
One takes into consideration that it is an individual to be dealt with 
and not some intangible result of that individual’s reaction. To be 
sure it is the reaction, or rather the result of some reaction inimical 
to social progress that brings the individual to one’s attention. If 
one is to prevent a repetition or continuance of such conduct it is 
the individual to whom the treatment is applied. One takes into 
consideration age, condition of health, mental capacities, emotional 
integrity, powers of resistance, abilities in forming judgments, past 
experiences and habitual attitudes. The patient becomes the object 
upon which the emphasis is placed and the disease or offense is an 
incident that prompts the attention. It is just as illogical to sentence 
an individual who has committed a certain offense to a definite 
period of imprisonment as it is to assure a patient on the day of 
becoming ill or receiving an injury just how long he will be in- 
capacitated. The patient is kept under treatment until the reactions 
of health have gained the ascendency and he has sufficiently re- 
covered to resume his responsibilities. The individual committing 
offenses against society should not be discharged until there is 
reason to believe he can adequately meet the conditions of social 
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demands. This means, at times, that an individual committing a 
minor offense may need to spend the remainder of his days under 
supervised restriction. On the other hand it may also mean that 
some individuals committing more serious offenses could make 
an adjustment to social demands again in a relatively short time. 
This would be quite in accord with the principles of criminology 
for they dictate that the individual and not the offense he has com- 
mitted should be of fundamental importance. The state has been 
taking the place of the physician in this situation and the court, 
which is the representative of the state, has attempted to cure the 
social illness by procedure that has not kept pace with developing 
knowledge. 

The present-day method of fitting the case into some designated 
category and pronouncing an arbitrary predetermined sentence 
can only be subversive of the protection that society needs as well 
as to destroy what possibility may have existed of converting the 
criminal into a useful citizen. In this connection one can only look 
with disappointment upon the treating of young men as habitual 
criminals who have had two and three periods of confinement in 
penal institutions and have returned to society to commit some 
other, oftentimes minor, offense and been sentenced to long 
periods (usually meaning a life sentence) to penal institutions, 
again without inquiry into their physical or psychological make-up 
or potentialities. Surely one is not justified in condemning to a 
life of denial and desuetude so far as social privilege and economic 
effort are concerned any individual without first knowing more 
about that individual than the superficial aspect of misdeeds com- 
mitted by him. This would be analogous to the physician casting 
aside an individual as incurable who had “ shingles’’ bilaterally 
because of the superstition that one never recovers from bilateral 
shingles.” 

At least until such time as we can hope for those persons en- 
gaged in administering the law in regard to social misconduct to 
be students of sociology and psychology and demand that all 
available information pertaining to the offender be utilized as a 
basis of consideration in dealing with him, they should be willing to 
give the psychiatrist as favorable a place in the scheme of the 
administration of justice as is held by the judge and jury. This 
would place him, or should do it, in an unprejudiced relationship. 
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My experience of over eight years in close relationship to the 
courts convinces me that juries should not be required to pass upon 
questions involving the offender’s responsibility, potentialities for 
adjustment or method of treatment. This is work for experts 
and can only be done intelligently after careful consideration of 
the many factors entering into the situation. The only question 
that should be required of the jury is to pass upon the fact of 
the offense, that is, whether or not the individual did or did not 
commit the offense. 

In the city courts and court of criminal correction in St. Louis 
no juries are impaneled except in unusual cases. Here the psychi- 
atrist deals directly with the judge or the court. This seems prefer- 
able to trial by jury so far as the value of medical information is 
concerned. It has seldom happened that the judges in these courts 
have failed to adopt the recommendations of the psychiatrist. 
While, as was stated earlier in this article, the city courts do not 
have jurisdiction over felonies and the courts of criminal correction 
have preliminary jurisdiction, some of the problems referred from 
these courts have been as serious as those from the criminal division 
of the circuit court, which has final jurisdiction in dealing with 
felonies. 

It would seem that much time and expense could be saved if there 
were closer cooperation between the defense and state’s attorney. It 
should be as much the duty of the state’s attorney to secure treat- 
ment of the offender in accordance with medical findings as it is the 
duty of the defense attorney and it should be possible for them to 
decide upon some psychiatrist, or possibly better still, a group of 
three psychiatrists to examine the defendant, and to be willing to 
abide by the opinion of the psychiatrist or psychiatrists so chosen 
in regard to the medical questions involved. This has occurred in 
most of the patients examined by us referred from the criminal 
division of the circuit court, but in a few instances cooperation has 
not existed. In these cases the state’s attorney has opposed the ac- 
ceptance of the psychiatrist’s views. In every instance except one 
the jury acted in accordance with the views of the state’s attorney 
and rejected the medical expert’s testimony which indicated ir- 
responsibility on the part of the offender and his treatment as a 
mentally ill or defective individual. 

There seems to be an impression among non-medical individuals 
that the psychiatrist seeks to condone the offender’s misdeeds and 
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relieve him from any responsibility for his acts. This is far from 
the truth. What the psychiatrist does seek to do is to secure the 
most effective as well as humane way of dealing with the individual, 
This cannot be accomplished by arbitrary sentence for a specified 
term to a penal institution where conditions are inimical to mental 
health and where the possibility of emotional reintegration will be 
destroyed. That an appreciable number of individuals committing 
misdeeds need to be permanently restricted there is no doubt. This 
number cannot be determined, however, without intelligent analysis, 
Such procedure is heartily approved, but a condition of its appli- 
cation is psychiatric evidence. This will insure its greatest effec- 
tiveness because it will be in accordance with the capacities of the 
individual to meet the situations confronting him. The individual 
offender is rarely desirous of accepting mental irresponsibility as a 
basis for his wrong doing. Neither, as a rule, does he want to go 
to a mental hospital. An investigation conducted by the writer over 
a five-year period reveals the fact that over 70 per cent of in- 
dividuals committing misdeeds prefer to go to a penal institution for 
a specified period to committal to a mental hospital, where they 
know they are likely to remain until within the judgment of the 
psychiatrist they are again able to meet social demands. Contrary 
to the popular opinion offenders do not invoke “ insanity” as an 
“excuse ” for their crime. 

The patients referred for examination constitute a selective 
group since no attempt is made to examine everyone coming to the 
courts. They are selected by someone, for example, the judge of the 
court, state’s or defense attorney, parole officer, relative, etc., who 
has some relationship to the offender and who has some reason to 
believe the court would be aided in an intelligent disposition of the 
case by having such an examination made. 

Table I indicates the number of patients referred and classified 
according to sex and race: 


TABLE I 
No. Per cent. 


Colored female .. Perey 12 2.9 


410 100.0 
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It will be noted that about seven times as many white men receive 
psychiatric service as white women; that white women and colored 
men are referred in equal proportion and that colored women are 
inthe great minority. It is not possible to state to what extent these 
members are representative of the offenders appearing in court, since 
no data have been compiled indicating this. 


TABLE II. 
CLASSIFICATION OF CASEs. 

1. Those suffering from frank mental disease (insane) No af 
c. Schizophrenia (dementia precox) ............ecceeeees 16 4.00 

2. Those having psychopathic states not frank mental disease 


3. Feeblemindedness 
a. Feebleminded to a degree of irresponsibility requiring 
guidance from sources outside themselves. Having less 
than } the mentality of the average adult. Insane within 


b. Feebleminded with psychopathic state ...............- 18 4.30 

c. Mental disease or feeblemindedness associated with 
syphilis of the nervous system ..........seeeeeeeeees 23 5.60 


In this table the proportion of individuals suffering from various 
mental states according to modern classification is recorded. It will 
be noted that psychopathic personalities predominate, constituting 
approximately one-third of the cases examined. Within the mental 
abnormality group unclassified mental disease comes second. No 
doubt further observation of this group would enable one to locate 
most of them in some one of the classified groups. It is worthy 
of note that approximately 23 per cent were feebleminded. This 
correlates very closely with the results of analysis of 500 criminal 
careers by Sheldon and Eleanor Glueck. In their study of 500 in- 
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dividuals discharged from the state reformatory of Massachusetts 
21 per cent were found to be feebleminded. 

It is admitted that this relationship has little scientific meaning 
for the reason that the “ charge ” often gives little information as to 
the real nature of the offense. For example “ peace disturbance ” 
constitutes about 25 per cent of the total offenses listed and yet a 
wide diversity of acts are included under this caption. Since most 
of the cases referred came from the city courts, which have juris- 
diction over misdemeanors, offenses against social regulations would 
be expected to make up a large proportion. These offenses take up 
approximately 60 per cent of the total. 

It is of some interest to note, in spite of the fact that sexual 
offenses are not dealt with as such by the city courts, that ap- 
proximately 16 per cent of the charges relate to sex offenses, 
Psychopathic personalities are charged more or less uniformly with 
the various offenses, whereas the other types of mental disturbances 
and the feebleminded are more selective in the character of offense 
committed. 

Reference to this table indicates that approximately 75 per cent of 
the recommendations of the psychiatrist for disposition (treatment) 
of the individuals were accepted by the sources from which they 
were referred. The treatment consisted of five different pro- 
cedures, as indicated in the table, which need no further elabora- 
tion. It should be said here, by way of emphasis, that we did not 
recommend supervision in the community unless careful analysis 
convinced us that society would be adequately safeguarded and 
the individual’s best opportunity for rehabilitation was thereby 
created. This was recommended in 117 of the 410 cases. Ad- 
mission to institutions for feebleminded was recommended in 26 
cases. 

A study of this table gives some data worthy of note. In spite 
of fairly good community facilities a greater number of patients 
were recommended to be treated in institutions than in the com- 
munity. While the condition of the patient and available com- 
munity resources should determine this largely, it was influenced in 
our cases at times by the attitude of the judge who was unwilling 
to have the patient free in the community. The judge is some- 
times influenced by what he calls public sentiment, or his own fear 
that something disastrous might happen with the patient free in 
the community. 
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OF 
CHARGE. 
Dn 
af a 
213 22 
1S 
| 21315) 3 
I. OFFENSES AGAINST 
PROPERTY: 
Stealing............ 2 1 2 4 3] 1] 23 
Burglary and larceny..... 2 2} I}. 2 
Destruction of property.......] 1 2}. S418 9 
I. OFFENSES AGAINST THE 
PERSON: 
2 I 6 2| 2 I 1}. 17 
3}. 2 I 8}. 1} 29 
Desertion of family.......... I}. 2 4). 8 
Ij 1 2 I}. 4. 9 
Threatened violence.......... I 
Ill. OFFENSES AGAINST 
SOCIAL REGULATIONS: 
Carrying concealed weapons...| 1 I — I 3 
Imitating an officer........... I Ap I 
Driving while intoxicated... .. 2) 3 
Driving without consent of 
Hecaped inmate. I I 
Obscene language....... 2}. 2 
Drunk on street........ 3) 1 ‘ 4}. 12 
Peace disturbance...... 22| 3} 2 | 6] 5| 9 14 42| 2] 1/133 
(301 2 5 36] 1|..| 69 
_ £1 2 I 5|. I I 3] 15 
Contempt of court........ Ij. I 
IV, OFFENSES OF SEX 
NATURE: 
Rape or attempted rape. . I Ij I 4 3] II. II 
Exhibitionism.......... 2 2 17| 2|..| 24 
Sexual abnormality...... 2 5 5| 2|..| 16 
Sexual perversion............ I}. I 3 I}. 3 2| 12 
Sexual inversion.............. I I 2 4}. 8 
Record incomplete............ 6}. 6 
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TABLE IV. 
OUTCOME OF RECOMMENDATIONS IN 410 CASES, 
| 3 
| 3 
25 2 
22 § 
ee | se | 
32 
|BIEIG/ B/E] 8/8] 3 
4] 3 
| 
Paranoid 4 2) 1] 19] 37 
Manic-depressive psychosis > 9 
Schizophrenia (dementia | | | 
2 8} 3] 16 
General paresis... .. I | 12]. 13 
Mental disease or feeble- aa : 
mindedness associated | | 
with syphilis of the | — 
nervous system. . | 2 3] 3). 23 
Unclassified mental disease...| 5}. .|..| 7] 34] 31 37 
Senile dementia....... | | 
Epileptic insanity. ... of 2] ql... 13 
Feebleminded with psycho- | 
pathic state | 4) | | 71 3 I 18 
Feebleminded to a degree of _ 
irresponsibility requiring | | 1 | | 
guidance from sources | | | 
outside themselves. Hav- | | 
ing less than 34 the men- 
tality of the average 
adult. Insane within legal & Pa 4 
| | 
significance. . | 15}. 3}. | .| 6] 3] 2/17] 3] 54 
Psychopathic personality | 59]--| 3] 3] 48] 
Undiagnosed...... | | | |. 22 
Normal mentality. . | 7 
| | 


SUMMARY 


Adopted 

Not adopted 
Undetermined 
Undiagnosed 

To be treated as normal 


OUTCOME 


RECOMMENDATIONS. 


No Percent. 
299 72.9 
28 6.8 
54 13.1 
22 5-3 

7 I 7 
410 100.0 
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Success in treatment does not imply “cure” of the patient. 
The criterion for this was in terms of social adjustment in which 
there was no repetition of offense or where the patient made such 
an adjustment that he was able to assume a position of responsibility 
acceptable to the community, or both. 


TABLE V. 


CORRELATION OF TYPE OF MENTAL DISTURBANCE WITH CHARACTER OF 
PLACEMENT IN TERMS OF SUCCESS AND FAILURE IN TREATMENT. 


os] £1.96 
s Und.|Sus.| F. | Und.je@ D | & 
3) I] 2) 13) 7| 37 
Schizophrenia........... 4) 5| 5 16 
I 5} 3 13 
Mental disease or feeble- 
mindedness asso- 
ciated with neuro- 
Unclassified mental 
Epileptic insanity........] 6] 3 Deas 
Feebleminded 
76) 39 8 77 58] r9| 8 7| 7| 22/410 


The number found to be normal is small, but this is to be ex- 
pected. It must not be forgotten that this is a selective group of 
individuals. They were referred by someone, usually a lay person, 
who saw something in the behavior of the patient that indicated 
his abnormality. 

Does justice rule? 

Before proceeding to conclusions and suggestions as to means of 
effectively using psychiatric service in the administration of the 
criminal law, let us cite some cases illustrative of the miscarriage 
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of justice in some problems dealt with by the courts. No attempt 
will be made to present elaborate social, medical and psychological 
analyses, but enough will be shown to make clear, I hope, the failure 
to deal with the individual before the bar of justice in accordance 
with social needs and scientific facts. 


Case 1005.—A white man, 25 years of age, married twice, both wives leay- 
ing him after short periods. According to the statement of the second wife, 
with whom he told the psychiatrist he was living at the time he committed 
the offense admitted by him, she had left him about two weeks before the 
murder was committed. He made no effort to have sexual relations with her 
although they slept in the same bed during their marital life together. He 
concentrated his attention upon her frail appearing, pale, doll faced, little 
daughter by a previous marriage. He spent hours with her, taking her to 
the store and buying her small quantities of candy. His wife found him one 
day with his hands inside the little girl’s bloomers. The wife became dis- 
gusted with him and at the same time frightened “from the look on his face,” 
and upbraided him. 

He took a small suitcase with a few of his clothes and left her the next 
morning. 

He attended school until about the age of 13 years, reaching the fifth grade. 
He was truant from school because, as he told the psychiatrist, “I jes’ 
couldn’t git it an’ I was bashful.” At the age of 10 years he was sent to the 
state reformatory at Boonville for two years for breaking the seal on a box 
car in company with another boy. He was employed in many places, the 
longest period at one place being three months. He either quit because the 
conditions under which he worked were dissatisfying or he was discharged 
without being given any reason. He entered the United States Navy twice, 
once in the draft of 1918 and again voluntarily in 1921. He was discharged 
both times shortly after entering the service and did not know the cause ex- 
cept he thought it was “ medical.” He always played with little children. He 
has sat where little children were playing and “ watched” them by the hour. 
Sometimes he would enter into their games, but only for a short time and 
then in a detached fashion. He had no bad habits that anyone “ knowed of.” 

The offense to which he pleaded guilty was that of murdering a 6-year-old 
boy. He and the boy lived in the same neighborhood. On previous occasions 
he had watched the boy playing with other children in the alley and wanted 
to touch him; a few days before the murder he “ almost touched him.” On the 
day of the murder the little boy came down in the basement where the patient 
was cleaning. He asked the boy to help him. He was sure he liked the boy. 
They were taking up the trash and rearranging the articles. He took hold of 
the boy, but insists he was only playing with him. The patient says that he 
placed his arm around the boy’s neck: “I jes’ wanted to squeeze him.” He 
“squeezed harder and harder” until the boy collapsed. He then placed his 
hands on the boy’s throat and “ choked him to death.” 

Examination revealed a markedly immature man emotionally with the men- 
tality of less than a nine-year-old child. This means slightly more than one- 
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half the mental capacity of the average grown person. He lacked sufficient 
emotional organization to be considered in any way near normal and he dis- 
played such distortion and immaturity of his sexual feeling that he could not 
enter into friendships or sexual love experiences in a wholesome manner. Un- 
doubtedly his murdering of this boy was a sadistic reaction as a part of his 
pathological pedophilia. He was not only feebleminded, and as such, unable 
to distinguish between right and wrong, and therefore insane within the 
meaning of the law, but he was disorganized mentally, which added to his 
irresponsibility through mental disease. 

He was sentenced to life imprisonment in the state penitentiary. 

No one would attempt to condone this man’s acts, for they are 
revolting to an extreme. The recommendation of the psychiatrist 
at the time was for commitment to a mental institution, where, at 
least, he would receive treatment of a character that was indicated 
by the facts revealed. It was not argued that this man could be 
reintegrated for no one knows what science could do for him. 
What is known is that there was no justification for his being 
sent to the penitentiary; no provision exists there for treating 
such individuals. Should it be possible to reestablish his emotional 
integrity he could be returned to the community under supervision. 
This could best be accomplished by analytical procedure in the 
hands of a skilled psychiatrist. If he were never sufficiently well 
reintegrated to return to the community, he would at least have 
what care science could give him. 

The following case is also impressive of the discordance between 
represented fact and the action of the court in dealing with the 
offender : 

CasE 1010.—A white, native born American man, 22 years of age, single, at- 
tended school irregularly, lived a nomadic life and worked only for short 
periods in a number of places. 

As early as 10 years of age he was the source of a great deal of trouble 
both in his home and in the school. He rejected parental authority, resented 
the regulations of the school and was frequently in conflict with the principal, 
school teacher and his schoolmates. He quit school at the age of 15 or 16 
but doesn’t know what grade he had attained. 

He had an uncontrollable temper and would become angered at very slight 
causes. When angered he would leave home, sleep in the park, on the side- 
walk, in doorways or go out into the country. He would return in a dirty 
and debilitated condition, sometimes after a few days and at other times re- 
maining away for two or more weeks. He was suspicious of his employer 
and fellow employees and frequently became involved in fistic as well 
as verbal combat. He would become dissatisfied and quit or be discharged 
because of his uncooperativeness. 
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He had been in conflict with the law on two occasions previous to the one 
preceding the psychiatric examination. On one occasion in an altercation he 
struck a man under the chin knocking him to the sidewalk. The patient jp. 
sists the man died of a fractured skull sustained from striking the sidewalk. 
The other appearance in court was the result of his driving to the adjoining 
state of Illinois in company with two other men in a stolen car. 

The offense for which he appeared in court previous to the psychiatric ex. 
amination was attempted robbery in association with another man. He and 
his associate attempted to rob a filling station. The police department, having, 
been advised of the possible robbery, had stationed officers in the filling station, 
When the would-be robbers came in the officers opened fire. The patient's 
associate was killed but the patient escaped unhurt. He was tried and sen- 
tenced to 50 years in the penitentiary despite the medical testimony which was 
to the effect that he had dementia precox and was limited in mental capacity 
to a level of high-grade feeblemindedness 


CONCLUSIONS. 


The above cases both from a viewpoint of life experiences and 
the analysis of the personalities indicate the inconsistency of the 
treatment accorded when compared with the facts elicited in the 
examination. 

The extent to which testimony is given credence in trial of 
offenders of the law depends largely upon two factors: First, the 
degree of enlightenment of those persons administering the law; 
and second the freedom of such persons from bias in giving value to 
the various testimonial statements. 

It is my belief, with legal provisions that are at present a part 
of the regulations for the observance of human beings, that it is 
possible to deal with offenders of the law effectively and quite in 
accordance with the development of scientific facts. After all law 
is no more static than the vision of those administering it. I am 
quite convinced that whatever improvement is to come in our deal- 
ing with human beings out of harmony with their fellowman must 
come through the vision that permits of interpretation in accordance 
with social needs and the welfare of the individuals involved. There 
are such individuals, although few, in the judiciary and state’s at- 
torney’s office. It has been my pleasure to be associated with several 
such men in the eight years of my relation to court work in St. 
Louis. What we need is greater numbers of them throughout the 
universe, for then we would not be compelled to point to the few 


men who are outstanding monuments to the cause of human justice. 
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DISCUSSION. 


De. Witt1AM F. Drewry (Richmond, Va.).—Mr. Chairman, Ladies and 
Gentlemen: I have heard with much pleasure and profit Dr. Nelson’s paper 
on “psychiatry and its relationship to the criminal law.” It is an informative 
contribution to a subject in which psychiatrists have always been especially 
interested. I accept with well-nigh wholeheartedness what he has so well 
said. The elucidation of his subject by appropriate illustrative clinical ma- 
terial adds much to its value. His description of the working of the St. Louis 
psychiatric clinic, the last report of which I recently read, and his classifica- 
tion and analyses of 410 mentally disturbed cases are very illuminating. 

In organized clinical psychiatric service of one type or another is, I think, 
found the surest way of bringing together the divergent lines of thought and 
action of psychiatrists, lawyers and courts, regarding mental disorder, and 
its relation to crime, delinquency and antisocial behavior. It would be an 
advantage if the legal profession would become more familiar with the true 
nature of mental disease. Psychiatry might well be added to the curriculum 
of law schools, as well as given more attention, including its medico-legal re- 
lations, by medical students. Since I am so much in accord with Dr. Nelson 
in his views, I can do no better than try to supplement his paper by men- 
tioning some of the efforts and accomplishments in my own state of Virginia. 

Following the line of thought brought out in Dr. Nelson’s paper, I am im- 
pressed more forcibly than ever before with the need and value of an efficiently 
administered probation system for adult criminal offenders whose mentality 
is in question or whose mental disability is of a mild type. Such service, it 
seems to me, could apply measurably as well to such adults in aiding them to 
adjust or readjust in a community or in their own homes, as it has operated 
in the interest of delinquent children and adolescents, many of whom have 
adjusted, with more or less success, to a new environment in boarding or 
foster homes, or back in their own homes; or in the welfare of mental patients 
on parole on visit home from hospitals or sanitariums. The services, however, 
of social workers or probation officers, especially those who have had practical 
psychiatric training, further insure the successful operation of a probation 
system dealing with behavior cases, or a furlough system dealing with mental 
cases away from an institution. The successful disposition, the placement and 
the treatment plan of the various types of cases, whether in an institution, 
such as a mental hospital, reformatory, industrial school, state farm, prison, 
boarding or foster home or whatnot, calls for study and understanding of 
the complete individual, including his background, environment, personality, 
etc. While probation for juvenile offenders has been in operation throughout 
the state of Virginia since 1914, we have had very limited experience with 
probation or care and supervision in the community for adult offenders. It 
has operated well in dealing with women offenders in one city in the state, 
namely Richmond. I am sure, though, that we should and soon will have such 
a system in more general use. 

Relative to organized psychiatric or mental hygiene, and child guidance 
clinics—municipal, state and institutional—we have had since 1924, too limited 
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in scope, I grant you, comparatively successful experience, mainly however 
with children and youths but also with some adults. The city of Richmond 
has since 1924, successfully operated a child guidance clinic, and the state has 
successfully experimented for a time in three cities with similar clinics. The 
chief obstacles to the needed expansion of such clinics, including those in con- 
nection with state mental hospitals, are lack of funds and of sufficient trained 
personnel, as well as continuation of education of the medical profession and 
the general public. There is increasing sympathetic cooperation between the 
clinics already in operation and the courts, both for juveniles and adults and 
the state mental and correctional institutions. The medical profession needs, 
in my opinion, to be further aroused in mental hygiene and psychiatry. The 
state clinic psychiatrists, psychologists, and social workers are sometimes 
called upon, and gladly render service in the investigation of mental and 
antisocial conduct cases that come before the juvenile judges and also the 
adult criminal courts. 

A nonpartisan commission of psychiatrists, to which sometimes a general 
practitioner is added, the prosecuting and defense lawyers usually concurring 
with the court in the selection of the personnel, has been authorized by statute 
since 1910. While it is not compulsory but discretionary with courts to utilize 
psychiatrists in the investigation before trial of criminal cases in which ques- 
tionable mental disorder is a possible complication, the law is frequently 
utilized to great advantage. Such a commission aims to be helpful alike to 
the court and the attorneys concerned in the case. It is rare that the opinion 
of such a commission has been combated by an employed mental expert. This 
psychiatric service, in a sense a clinic, has frequently been of great value to 
the courts in the administration of justice. 

Another valuable psychiatric clinic service, so to speak, helpful in the ad- 
ministration of criminal law, consists of a department at each of two of the 
state mental hospitals, one for white and one for colored patients, known as 
the department for the criminal insane. To this special department a court 
may send for psychiatric observation any person who has been indicted for 
a crime. Before taking such action, however, the court or judge usually con- 
fers with, or gets the opinion and advice of one or more outstanding psychia- 
trists. Such a patient is not put on trial until the hospital superintendent and 
his medical staff advise that he is not insane nor feebleminded. 

After conviction and sentence to the penitentiary, the convict has the ad- 
vantage of organized psychiatric service. It is no doubt a fact that for one 
reason or other persons are sometimes sent to the state prison or some simi- 
lar penal institution, whose mental disorder or mentality is such that they 
need medical and social treatment more than they do punitive custody. To 
meet this condition and others that arise the Virginia Penitentiary made a 
good start in 1919 in psychiatric service. Psychological and psychiatric ex- 
aminations are given every convict on admission, by a part-time psychiatrist, 
and the new convict’s management and employment is outlined, as far as 
practicable, according to his mental status. An advisory board known as the 
Governor’s board on mental hygiene, composed of eight trained neuropsychia- 
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trists, is available for service in every questionable case in the state prison sys- 
tem, and such board also examines any prisoner whose mental condition is 
such that it is imperative that he be sent to one of the institutions for the 
criminal insane. The governor also calls on this board to determine the 
mental condition in a number of convicts seeking commutation of life or 
death sentences, conditional pardon, and the like. 

Certainly whenever the question of the mental status of a person indicted for 
crime is in the least questioned, either before trial or after conviction and 
sentence, simple psychiatric machinery is available and is utilized to a very 
great extent by the Virginia courts, and institutions, that the ends of justice 
may be met. Such service has not yet been utilized however, except to a 
limited extent, in the juvenile courts and in the industrial schools. But 
after all, the extent of the use of psychiatry largely depends upon the 
personality, character, and qualities of the judge in whose court a case 
comes for trial. 

I am in accord with a resolution adopted last autumn by the Medical Society 
of Virginia, not a new idea it is true, for other states have advanced along 
these lines, that “the relationship between criminality and psychiatry is be- 
coming more and more important and the present methods of expert testi- 
mony, sometimes resorted to, are far from satisfactory, therefore, it is strongly 
recommended by that Society’s mental hygiene committee that the Society 
advise such legislation as will make it possible (mandatory would be better) 
to have all criminals or persons indicted for crime, examined by a duly ap- 
pointed and competent board before coming to trial.” The State Medical So- 
ciety has also given formal approval and support to the mental hygiene move- 
ment and to the work of the State Bureau of Mental Hygiene and its clinic 
service, a division of the State Department of Public Welfare. We feel en- 
couraged about future developments. 

In concluding these supplementary remarks relative to such an important 
subject, let me say that the medico-legal student is not unmindful that there 
is yet a wide divergence between so-called legal insanity and medical insanity 
and that in some sections of the country and by some authorities the traditional 
attitude still prevails and often to the embarrassment of the medical expert 
witness. This condition has been largely remedied in Virginia and several 
other states. Now that the American Bar Association and many medico-legal 
jurists, advanced criminologists and psychiatrists have joined in a more com- 
prehensive conception than formerly existed regarding mental disorders, sig- 
nificant transformations in the administration of criminal justice relative to 
insanity and allied conditions have been developing. This advance has, no 
doubt, been due in large measure to the influence of the mental hygiene move- 
ment. In carrying into effect the plans that have been suggested there are 
everywhere certain conditions and circumstances that delay satisfactory prog- 
ress. The chief of these obstacles is probably a too general lack of correct 
understanding of mental disorders and their relationship to criminal acts, as 
interpreted by modern science. But more attention is being given psychiatric 
jurisprudence. 
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Dr. J. J. Krnprep (Astoria, Queensboro, New York City).—I am exceed. 
ingly obliged personally to Dr. Nelson and to Dr. Drewry for their very jp. 
forming discussion of this very important paper. I desire to discuss one phase 
of the paper, namely, the vital necessity of awakening public sentiment in 
educating our learned judges as to the importance of having established in all 
the courts of this country an organized psychiatric service as suggested by 
Dr. Nelson. When this has been attained we shall be able to get away from 
the obsolete conceptions of insanity and that great gulf of difference between 
the conception of insanity medically and the conception of insanity legally, 
which has been brought down to us as a heritage from the McNaughton Case 
an English case, decided many years ago, the principles of which are now 
recognized by our courts in this country and in England. 

Of course, it is a most unscientific and unjust thing, especially to the de- 
fense in criminal cases, the principle involved in the case quoted. We haven't 
the time to discuss that here and I am sure you are all familiar with it. 

It would fill a very vital need of the courts and would be for the improve- 
ment of our criminal and civil jurisprudence, which the leading lawyers and 
physicians of the country are trying to bring about, if we could get the courts 
to accept the enlightened ideas suggested by Dr. Nelson of a psychiatric ser- 
vice of an organized kind, or, in other words, an official board of psychiatrists 
as suggested by Dr. Drewry. 


Dr. Witttam NEtson (St. Louis, Mo.).—I am very appreciative of the 
approval that has been given this presentation and want to thank the gentle- 
men for their remarks. 

It is a difficult task to present to the court the results of one’s examination 
in terms of its understanding for one not only has to deal with the judge of 
the court but a jury of twelve men as well. 

There are eighteen circuit judges in our circuit courts in St. Louis each 
elected for seven years, and most of this number have an opportunity for 
service in the criminal divisions of our courts 

Do not understand me to mean that all of them subscribe to a psychiatric 
examination and particularly the detailed analytical examination that is made 
by our clinic. The more socially minded jurist welcomes such help in the 
disposition of certain individuals but an appreciable number of the jurists 
still look upon the offender in terms of the offense he commits rather than 
the individual himself. But, as one of them said to me not long ago: “ Doctor, 
as I see it the old time jurist must go; his place must be filled by a more 
alert individual; one with a consciousness of human character and human 
needs.” 

In proportion to the number of individuals coming into court the number ex- 
amined is quite small. These are selected cases on the basis of someone’s be- 
lief that there is something mentally wrong with them. This means that a 
high percentage of them are found to be abnormal. I believe there will con- 
tinue to be selectiveness in the work done in connection with the court. Ours 
is a voluntary system in which various persons may suggest the referral of 
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patients. We have always adhered to three conditions that we have insisted 
upon in connection with the examination: 

(1) No patient is examined unless the approval of the judge having juris- 
diction over him or her is given. 

(2) A copy of the report upon the findings goes to the judge of the court, 
the prosecuting official and the defendant’s counsel. 

(3) We reserve the right to confer with other psychiatrists who may ap- 
pear in the case with a view to submitting a unified report. 

We believe this makes for harmony; it acquaints those interested with our 
viewpoint and it offers the benefit of consistent opinions, if it is possible 
through conference to arrive at such. 

The number examined and percentage recommendations accepted under this 
yoluntary system compare favorably with the results obtained under com- 
pulsory examination in vogue in Massachusetts, as reported by Douglas Thom 
a few years ago. 

Many of our problems of a more serious character are revealed in individu- 
als who are brought into court on minor charges. With improvement in the 
community of facilities in dealing with individuals who, as a part of a neu- 
rosis, are impelled to behavior contrary to social welfare, and the fact that 
one often sees these individuals before they have committed more heinous 
offenses, it is believed that offenses will be appreciably reduced. 
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THE FALSE CLAIMS OF THE PSYCHOANALYST-:' 


A REVIEW AND A PROTEST. 


By BERNARD SACHS, M.D. 


The lawyer, knowing his case is weak, is apt to grow grandilo- 
quent and to abuse opposing witnesses; that is what the psycho- 
analysts love to do; they hide behind unintelligible terms and accuse 
those who object to their pet theories, of ignorance, of complete 
misunderstanding, of malevolent opposition. The request to review 
this book for the AMERICAN JOURNAL OF PsycutaTry has offered 
a welcome opportunity to bring this whole matter into the open, 
to enter a protest against the uncritical adoption of many question- 
able theories, and to put medical men, neurologists and psychiatrists 
on their guard. 

The first “ Professor of Psychoanalysis” in this country may 
be taken to be the worthy spokesman of his group. He has seen 
fit to issue a volume composed largely of addresses which have 
been delivered in several cities and have been printed elsewhere. 
It is his aim “to give a clear and systematic presentation of the 
methodological and theoretical concepts which are generally ac- 
cepted and considered as fundamental in the present system of 
psychoanalysis ”’ (p. 13). 

Had he succeeded in doing this, we should have welcomed his 
various essays. He has, to be sure, avoided many of the abstruse 
terms employed by other Freudians, but we protest against his 
method of presentation. He has attempted to establish an im- 
portant relation between psychoanalysis and medicine and psy- 
chiatry, but we shall see that in doing this he has started from 
premises wholly unproven, and has made statements, often illogical, 
and generally misleading. We have the right to insist that the 
rules of logic be applied, as in all scientific investigations; and 
the psychoanalyst must either accept this condition or else abandon 
the claims of presenting sound scientific doctrine. 


*The Medical Value of Psychoanalysis, by Franz Alexander, M. D., W. W. 
Norton & Co., N. Y., 1932, 247 pages. 
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“ Psychoanalysis and Medicine” (Chapter I) may be taken to 
be the basic section of the book. It was the subject of a Harvey 
lecture and appeared to have the endorsement of the Harvey 
Society ; it was also reprinted in Mental Hygiene.” It was supposed 
to have presented the arguments in masterly fashion. 

Following in the footsteps of Freud himself, Alexander is evi- 
dently in doubt whether or not to claim an intimate relationship 
with medicine. But inasmuch as in the end therapy is the chief 
aim of the psychoanalyst,’ he cannot escape the fetters of medical 
practice and of medical ethics. 

Every medical man, long before the Freudian days, knew that 
“the individual cannot be divided into a body and a personality, 
since it is a psycho-biological-entity.” It is well to note this ad- 
mission, for many of the guild write and talk as though there had 
been no appreciation of psychic influence over somatic function 
until they arrived on the scene. 

There is no reason to disagree with the historical account of the 
development of psychoanalysis, and we wish to compliment the 
author on his avoidance of many of the high-sounding and more 
or less meaningless terms so dear to the heart of other psycho- 
analytic writers. Everyone concedes Freud’s ingenuity in devising 
the theory of cathartic hypnosis (with the aid of Breuer) after he 
had thoroughly absorbed Charcot’s doctrines. To be sure, nowadays 
a true Freudian denies any suggestion of hypnotic influence, and is 
wholly devoted to “ free association.” 

Everyone also concedes that one of the greatest of Freud’s merits, 
and he has many, is that he has revealed many important data 
regarding the “unconscious”’ and the “ subconscious,” and has 
formulated interesting theories regarding the influence of the un- 
conscious. But, like all Freudians, this author forgets that there 
is a vast difference between theory and fact.” While it may be 

* To offset some of Alexander’s contentions, the present writer reviewed and 
published “ Bumke’s Critique of Psychoanalysis” in Mental Hygiene, July, 
1932. Those especially interested will do well to acquaint themselves with 
3umke’s Critique. (Die Psychoanalyse, Eine Kritik, by Oswald 
Berlin, Julius Springer, 1931.) 

* If not of Freud himself, it is certainly true of the majority of his disciples. 

*A well known apostle of Freudianism recently told me, he was not inter- 
ested in the “facts”: he was interested in the “ method of approach.” 


Bumke, 
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true that “the fundamental concept of the unconscious has deeply 
influenced all modern thinking” and while there is some very 
loose and illogical writing to the effect that the ‘“ unconscious 
involves a new and definite break with the anthropocentric attitude 
toward the external world” and that psychoanalysis has “ de- 
throned”” . . . . the Kantian categories, the doctrines of Descartes 
and what-not, there is no connection between all these high-sound- 
ing phrases and the claim that the unconscious is the all-powerful 
element in man’s “‘ overt behavior.”” To be sure, in the child and 
even in the adult’s unconscious personality, there are mental proc- 
esses which are not subject to the laws of logic, but when un- 
conscious mental processes become conscious or are made conscious, 
the laws of logical thinking must apply. 

No amount of sophistry will do, and no one of sound mind will 
subscribe to the statement that “our logical thinking is just as 
little the only possible form of thinking, as flying is the only 
possible form of locomotion.” Conscious thinking is the only kind 
that counts; and conscious thought must be logical. However 
interesting these speculations may be, the interpretations are wilful 
and the conclusions are illogical. 

For the purpose of drawing a hard and fast line between psycho- 
neurosis and psychosis, there is much juggling with the “ un- 
conscious ” and with “ repression.’’ While insisting that there is 
a difference of degree—a quantitative and not a qualitative change 
—that there is a conflict between the infantile remnants and adult 
part of the personality—that in psychoneuroses the conscious ego 
has “ still the upper hand but does not succeed entirely in repressing 
unconscious tendencies,” and that “ the unconscious mental content 
can appear in consciousness only in distorted forms” (p. 29), in 
succeeding paragraphs it is claimed that in a psychosis, the un- 
conscious dominates the whole personality and that the theory of 
fixation to infantile attitudes and the characteristic tendency of 
psychoneurotics and psychotics * to regress to these early patterns 
of early thinking and feeling, (p. 31) there is surely more than 
a mere quantitative change. These theories are now labeled “ dis- 
coveries”” (p. 31). They are claimed to be “integral parts of 
modern medical thinking.” By your leave, Herr Professor, only 
so far as medical thinking has regressed to its infantile stage. Pure 


* All italics mine. 
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assumption, constant begging of the question and not a scintilla 
of logical thinking ; and after wading through a mass of verbiage, 
has anything more been proven than that in a psychoneurosis there 
is less disturbance of the mind than in a psychosis—a conclusion 
not altogether new. It is calmly claimed that in hysterical dysfunc- 
tions and organ neuroses, unconscious psychic tendencies produce 
physical symptoms. But, of course, the author is careful enough 
to add that “ investigation of this field requires an intimate coopera- 
tion of internal medicine and psychoanalysis and much must be 
left to the future.” Rather! The next writer on psychoanalysis 
will probably claim that Alexander has shown that unconscious 
psychic tendencies produce physical symptoms. 

It is amusing to have the well-founded objections based upon 
rational thinking, designated as resistance to psychoanalysis. The 
author pays medical men the unintended compliment ° that philoso- 
phers, psychologists and others have fallen for psychoanalytic 
doctrines, but that the medical world offers ‘‘ more serious intel- 
lectual resistance, which makes it so difficult for the medical world 
to accept psychoanalysis.” 

The “kernel” of this resistance is supposed to be due to the 
“ introduction of psychic phenomena and so brings a new element 
into medicine.” Characteristic of this infantile attitude of the 
psychoanalyst is the assumption that medical men, especially neuro- 
psychiatrists, were not accustomed to deal with psychic phenomena. 
In a recent amusing publication called “‘ Prospecting for Heaven ”' 
(p. 66) Alexander is made to say that “ the conservative medical 
fraternity was still obsessed (in the 1880’s) with the idea that 
mental unbalance came exclusively from some bodily cause ”—a 
statement absurd and untrue.’ What these infantilists do not ap- 
preciate is that the resistance is offered not to the introduction of 
psychic phenomena, but to the interpretation of psychic phenomena 
on wholly illogical and wholly unproven assumptions. 

The author lets the cat out of the bag (p. 37). After a lot of 
vague talk about empirical and exact science, it is said that the 


* The author does not charge all critics of Freudian doctrines with “ ignor- 
ance” “malicious misunderstanding ” etc., as several of the lesser Freudians 
have done. 

* Edwin R. Embree, New York, Viking Press, 1932. 

* As Freud himself would testify who sat in Meynert’s laboratory with the 
present writer in 1882. 
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chief instrument of the infantilist (unconscious for “ psycho- 
analyst’) is a kind of identification with the other person—a 
“putting of oneself in the other person’s mental situation . . . 
you get an idea of what is going on in his (that patient’s) mind 
_... both are human personalities. You understand the other 
person’s motives because you know your own reaction in a similar 
situation.” 

The essay on resistance is so little satisfactory that for once we 
find ourselves sympathizing with the behaviorist. Alexander finds 
it amusing and depressing that the behaviorist deprives himself of 
one source of knowledge and restricts himself to the observation of 
external behavior; but in the very next paragraph he is bound to 
admit that “common sense understanding of other individuals’ 
mental situation is a somewhat unreliable method ” (p. 40). So the 
student falls between the methods of the behaviorists and the in- 
fantilists, with the amusing suggestion that if he add to the “ com- 
mon sense understanding ” (7. e., more common sense) the result 
would be better. Possibly! 

After all this elaborate defense of the coexistence of objective 
and introspective observation in psychology, we agree with the 
author that it is time “now to describe more concretely what is 
meant by the natural faculty of understanding another person’s 
mental condition ”—to be sure, in keeping with the tenets of the 
psychoanalyst. This faculty of psychological understanding “ which 
is possessed in varying degree by everyone is the basis of psycho- 
analysis’ (p. 41). Note that everyone is equipped for this rec- 
ondite practice—a very dangerous admission; but, not everyone 
is proof against the four sources of error; or else the existence of 
the psychoanalyst would be in jeopardy. 

But, how about these sources of error? First—the subject need 
not tell you all of his motives, but if you are a good guesser, if 
you are a “ Menschenkenner,” if you know your man, you may 
be able to guess his real motives and discount his “ distortions.” 
You will have him coming and going, but “ you have no evidence 
as to whether you are right or not,” another fatal admission as 
to the lack of evidence and the interpretation of “ distortions.” 

The second source of error is illuminating. Using the example 
of a soldier who has attacked an officer and tries to justify himself, 
it is claimed that the soldier himself does not know all of his 
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motives. He deceives the examiner and himself. He wants to put 
himself in a good light, but he does not do this consciously or 
volitionally. He has done it to prove the great psychoanalytic doc- 
trine of “repression ” which is a “ dynamic tendency to keep out 
of consciousness desires and motives which would disturb . 

the good opinion which we like to have of ourselves.” It would 
be fair to ask if the soldier had murdered the officer, would he 
be equally anxious merely not to disturb the good opinion of 
himself. 

Listen to the third source of error. The soldier’s psychological 
makeup is so different from your own that you cannot understand 
his motives; “men understand each other better than they do 
women” .... there are special difficulties in “ understanding 
children, savages and psychotics,” and for the same reason “ that 
their mental processes are different from the mental processes of 
normal adults and belong to a more primitive level of mental 
development.” 

Assuming that the infantilist is a normal individual—and we are 
willing to risk the assumption—he has no great advantage over 
other just ordinary human beings. 

Lastly, another source of error is that the examiner has “ psy- 
chological blind spots’? due to his own “ repression”’ ; he has 
motives which he excludes from his own consciousness, does not 
want to admit and will therefore not be able to detect these in other 
persons. Does the prosecuting attorney in a murder case have 
to release his own repressions to discover the motives that actuated 
the murderer? “‘ To become an adult it is necessary to forget the 
infantile way of thinking ” and this you achieve through repression ; 
“ through which the ego banishes the disturbing remnants of his in- 
fantile existence.” If these words mean anything at all, they imply 
that the individual (the ego) consigns disagreeable remnants to 
the unconscious, keeps them there for weal or for woe, until he 
for good or for evil recalls them into consciousness, or until the 
psychoanalyst, by a muck-raking process, recalls them.’ With sur- 
prising modesty, this psychoanalyst concedes that he has special 
difficulty in understanding “savages and the insane” not only 
because of the differences between “ their mentality and ours but 


* Sachs, loc. cit., p. 77. 
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also because of a mental force within ourselves which prevents 
us from understanding them ’—repression. The logical deduction 
from this, Herr Professor, is that the man who does understand 
the insane or interprets their thoughts correctly, has insane trends 
himself. No wonder the psychoanalyst is careful to remove the 
true psychosis from the realm of his influence. 

It is the same story again and again, wherever one approaches 
psychoanalytic doctrine one encounters a logical impasse. On page 


46, we are told that “ psychology . . . . has not been a science, 
but the privilege of a few geniuses . . . . who are not molested 


or worsted by their own repressions’”’ ; weak repressions are just 
what make some people better “ Menschenkenner” than others. 
They know themselves better and therefore understand others 
better. The logical deduction again is that the psychoanalyst has 
weak repressions. I would say no repression at all, and very weak 
expression. On the next page we are told that psychology as an 
empirical science of personality, began with the discovery of the 
method of “ free association” by Freud. Do not forget, however, 
that scientific psychology antedated Freud by many years, and 
did concern itself with personality as revealed through the mind. 
Freud himself would not stand for this false claim. He has sug- 
gested and introduced new methods of investigation, has revealed 
many interesting data regarding the unconscious, the symbolism 
of dreams and much more. There is great merit in all that without 
denying his indebtedness to his predecessors. It would do the 
Freudians good if they would delve a little more deeply into the 
philosophical and psychological works of preceding decades. 
Alexander claims that the four sources of error referred to in 
the preceding pages are reduced to a considerable degree by the 
method of “ free association.” It is claimed that the patient be- 
comes entirely frank, “displaying himself in a kind of mental 
nudity not only to the analyst, but what is equally novel to himself.” 
The patient talks because he wants to be cured; true; but he also 
knows that he is expected to talk and knows he is there in the 
consulting room for a purpose; men and women delighting in 
the prospect of talking about subjects which they would not dare 
to discuss with the same or opposite sex in polite society, often 
fabricating as they go along, to the delight of the unsophisticated 
psychoanalyst. I will give Alexander credit for not referring to 
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this very questionable factor in psychoanalytic practice. In fact, 
he is suspiciously reticent on the question of sex except in regard 
to infantile sexuality—much less deadly than the adult form. 

The manner of eliminating the second source of error is simple 
enough. A special technique of interpretation (free association) 
“allows the psychoanalyst . . . . to obtain a deeper insight into 
the makeup of the personality and to understand motives and 
emotions which are normally covered up by the controlling and 
selective functions of the conscious ego.” But not a word is said 
of the doubt as to the validity of the interpretation, nor is anything 
said of the disagreement between “ interpretations,” nor of the 
interpretations superimposed upon the supposedly free association ; 
but all the same, it is claimed “thus the second source of error, 
the inability of the patient to give a full account of his motives is 
eliminated.” 

Overcoming the third source of error is of great importance to 
the practitioner. The observer must identify himself with the ob- 
served. This is a difficult matter and “ naturally the length of an 
analysis covering daily interviews over a period of months, is the 
only means by which this difficulty can be overcome.” No com- 
ment is necessary as to the value and applicability of a method 
demanding so much time in each case. It is easy, however, to 
understand why this method is especially fascinating in private 
practice. 

And finally, the fourth source of error. To remove the “ blind 
spots ” caused by his own “ repressions,”’ the psychoanalyst must 
necessarily subject himself to a process of analysis so that he may 
learn to understand the manifestations in others to which he was 
previously blind. Using the same example of the soldier assaulting 
the officer, the examiner might not guess the tyrannical attitude 
of the officer toward the soldier, because the examiner being a 
person of “a basically tyrannical nature himself” is trying to 
explain away his own aggressive and domineering tendencies. Any- 
one who knows the general attitude of the German officer toward 
the German soldier, does not need analysis of any sort to give the 
soldier the benefit of supposing a tyrannical attitude on the part 
of the officer; and that a conclusion reached in such a case need 
have anything whatever to do with the psychic makeup of the 
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examiner is the sheerest nonsense that need not for a moment 
influence anyone who is accustomed to sound and rational thinking. 

If there is no better reason than this for the claim that every 
psychoanalyst must subject himself to analysis there would be 
little justification for this procedure and still less for the entire 
and unwholesome change of personality which has been brought 
about in many men and women after they have submitted them- 
selves to the process of analysis. In Embree’s book (p. 90) 
Alexander is made to say, “I doubt if anyone should risk the 
terrific disturbances that go with any thorough analysis, unless he 
is in a serious jam.” There seems to be a less dangerous form 
of “didactic analysis” reserved for the prospective practitioner 
of this cult. 

In spite of these many contradictions the false claim is made 
at the end of this section that insight has been gained into cases 
where ordinary understanding and even the genius of great authors 
has entirely failed—the cases of psychosis and psychoneurosis. As 
a matter of fact, this is rarely true of psychoneurosis and whether 
ever true in psychoses still remains to be proved; but there is 
nothing that the psychoanalyst will not claim. 

Whatever our doubts may be as to the validity of psychoanalytic 
theory, there are graver doubts as to the wisdom and success of 
psychoanalytic therapy. Alexander’s defence is strange enough 
(p. §4, et seq.). The “ coincidence of therapy and research ” would 
make the method valuable in more senses than one. 

The author’s answer to the query—what is the great novelty 
of psychoanalysis ?—is misleading. “ It takes suitable subjects who 
are willing to offer a view of their personalities . . . . and teaches 
them how to give up the conscious control of their trains of asso- 
ciation.” What it really does is to teach them to burrow in the 
supposedly unconscious and bring forth forgotten and often un- 
important experiences into the conscious and give them an im- 
portance they never had and an interpretation in obedience to the 
examiner’s own prejudices and obsessions. Alexander has to con- 
fess that “an elaborate technique of interpretation ” has to be 
acquired and makes the learning of this method just as difficult 
as the use of the microscope.” But the trouble is that the interpre- 
tation remains in doubt and cannot be supported by any logical 
evidence. 
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Dreams speak ‘“‘a language of pictures” and the analysts have 
agreed to ascribe certain meanings to certain dream pictures, In 
the infantilist’s dream, a woman may be synonymous with house, 
or a church spire with the phallus, but those beyond the pale of 
the psychoanalyst’s influence speak a different language even in 
their dreams.” 

Throughout this keynote chapter the author has borrowed Freud’s 
well known ideas and theories. There is not a single original 
concept, and as far as proving any beneficial reciprocal relation 
between medicine and psychoanalysis, the author can do no more 
than claim first, that analysis has developed a consistent and 
empirically founded theory of personality (“ empirically founded,” 
yes ; “ consistent,” definitely no), and secondly, it is claimed that 
“it has given a concrete content to the philosophic postulate that 
living beings are psychobiological entities.’’ No proof was needed; 
and the “ concrete content ” is of such questionable value, that we 
agree with the final sentence of this chapter: “ The greater part 
of these investigations must, however, be left to the future for 
completion ” (p. 59). It would be more merciful to dismiss the 
book at this point, but the charge might be made that such a 
lecture as this of Chapter I must necessarily deal with generalities. 
Later chapters contain the evidence. 

Before passing final judgment upon the entire structure let us 
therefore consider some of the fundamental props—or propositions, 
In these there is much repetition for which the author is not 
wholly to blame; thus in expounding (Chapter II) the present 
status of psychoanalysis as a theoretical and therapeutic system, 
detailed reference is made again to the theory of cathartic hypnosis 
and the method of free association. Once more we have to listen 
to the old grind that the psychoneurotic patient “ was forced to 
exclude ” unbearable emotions from his consciousness; which 
means that he consciously consigns them to the unconscious and 
he does this apparently because of their “ overwhelming nature.” 
In other words, you need not persuade or teach a patient, as we 
innocents of former years so often did, to try to forget a disagree- 
able emotional experience; if it is bad enough he just pushes it 
into the unconscious until in order to cure him you again make him 
conscious of what he himself and you once were eager to have 


*” Sachs, loc. cit., p. 87. 
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him forget. To be sure, the emotions must in some way find 
“ abreaction ”—that dreadful word for which neither the American 
nor the British disciples have found a decent equivalent. 

In hysteria we have to reckon with repressed mental tendencies, 
which seek normal expression. The battle between repression and 
expression goes merrily on. Emotions can be expressed in all sorts 
of ways, but “only through consciousness.” Evidently the chief 
aim of the free association method is to make the patient conscious 
of his unconscious. It was Freud’s problem “ to force the patient 
to remember . . . . forgotten periods of his life without the ex- 
clusion of consciousness in hypnosis ” and by “ suggestion” ... . 
to the fully conscious patient (p. 75) ; and yet it is claimed that in 
the method of free association, suggestion on the part of the 
examiner plays no role, and that as between free association and 
hypnosis the chief difference is that “the same amount of emotion 
which comes to abreaction in a few minutes under hypnosis is 
dispersed in free association over many months ”—again the time 
element with its important bearing upon psychoanalytic practice. 
In connection with this theory of repression, it is somewhat disturb- 
ing to know that first of all we repress, as has been said again and 
again, something that might cause an unbearable conflict. “ Every- 
thing which could disturb the good opinion one likes to have of 
oneself might be repressed” (p. 79). Some of us might claim 
that the very things which disturb one most are the things that 
remain longest in one’s memory. We have all been guilty at times 
of doing things of which we were heartily ashamed and those 
are the very things in the experience of the ordinary individual 
that return again and again to plague us. Evidently the psycho- 
analyst has no dread of that sort of plague. At first all this talk 
about repression is a mere assumption, but only a paragraph or 
two after this discussion is opened, we find that this assumption 
is an unpleasant truth discovered by psychoanalysis. 

The next discovery is that of infantile sexuality, and to that, 
one of the pillars of the church, we must pay further attention. 

Discussion of this subject reveals the true inwardness of psycho- 
analytic doctrine and of the methods of psychoanalytic writers. 
Alexander rises to dramatic heights in claiming that investigation 
of this subject “ uncovered a most exciting drama in the depths 
of the personality ” (p. 81). And the startling revelation is that 
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man inherited a sexual impulse for the preservation of the race 
and that society (by the way, for its protection) insisted upon 
certain restrictions. Every child has known that it has to curb the 
impulse to grab everything and every youth has appreciated the 
necessity of curbing the sexual appetite—but the claim is made 
that it was this “ discovery ”’ which aroused “ general prejudice and 
animosity ” against the discovery of infantile sexuality. Surely, 
much ado about nothing! And for “ general prejudice ” the author 
might have substituted “ general disagreement.” 

Alexander has to allow that this early infantile sexuality ... , 
proved to be “typical phantasies of childhood rather than real 
events and experiences.” And upon such phantasies is based the 
claim that the child “is involved in certain typical emotions of 
a sexual nature which his personality is not able to face and to 
relieve.” The early sexual striving of the child is linked with the 
CEdipus complex in which he recognizes the “ basic importance 
of hostile tendencies against the parent of the same sex.” Any 
man in his senses will be able to determine the scientific value of 
such evidence as submitted by Freud and his followers. It makes 
a good fairy tale, but the wonder is that so many disciples, parrot- 
like, have passed on these dicta from mouth to mouth in thoroughly 
uncritical fashion. 

I have paid my respects elsewhere to the sexual libido, to oral 
and anal eroticism, to narcissism. It helps matters very little to 
know out of Alexander’s own mouth, that up to 1920 the libido 
theory retained looseness of expression (linking up hatred and 
destruction with the ego instinct) but in 1920, thank Fortune, Freud 
actually did . . . . “clarify the matter by distinguishing between 
two basic biologic instincts—the erotic and destructive.” But re- 
member, gentle reader, “in all psychological manifestations these 
two tendencies were always mixed” and if they had not been 
always mixed, in what a dreadful snarl the psychoanalyst would 
find himself. Of course, there had to be a distinction between 
destructive and erotic tendencies or else there would be no way 
of describing so “ fundamentally different psychological phenomena 
as love and hate, or . . . . reproduction and death.” This talk on 
the theory of instincts is unsatisfactory enough. The paragraph on 
the CEdipus complex is less so, because it is brief. I commend 
Alexander’s good sense in not rehashing all the old talk about 
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the CEdipus complex, which Freud himself has repudiated, and 
which he does not apply to the healthy individual, but which so 
many Freudians write about as though it were the most frequent 
of all complexes.” 

Let the psychiatrists be told that Bumke in a very careful review 
found just one instance of an GEdipus complex in available litera- 
ture. To be sure, there has been much of interest talked and 
written about the Cidipus complex, but the frequent occurrence 
of it, or the role it plays in the individual’s life, has not been 
thereby proved any more than dual personality was established as 
a frequent condition, in spite of its occurrence in epileptics chiefly, 
and in spite of the fact that the genius of Robert Louis Stevenson 
created Dr. Jekyll and Mr. Hyde. It speaks for O’Neill’s genius 
that he denies that in writing Mourning Becomes Electra, he had 
Freudian doctrines in mind. 

It would take us too far afield if the present writer were to 
analyze the claims made for the id and the ego and the super-ego, 
much of which is interesting speculation; or, if he were to enter 
into a further critical analysis of dreams and of the unconscious. 
But, as another illustration of the peculiar form of argument 
adopted by the psychoanalyst and of his “clarity of expression ” 
the following may be served—‘‘ The ego caught between the 
pressure of the id tendencies and the inhibitions of the super-ego 
solves the conflict by complying with the super-ego in the form 
of suffering. It thus disarms the inhibiting super-ego and now 
free from normal restrictions is able to indulge id tendencies in 
the form of neurotic symptoms. Every psychoneurosis is therefore 
a compromise between repressing and repressed forces in which 
suffering represents the compliance of the ego with the social 
claims of the super-ego,” while gratification represents the ac- 
ceptance of the non-adjusted tendencies of the id” (p. 109).—How 
simple and convincing! 

For lack of logical reasoning take the following. Because the 
investigation of dreams has shown . . . . that the often unintelligi- 
ble and senseless dreams of adults are disguised expressions of 
tendencies rejected by the adjusted part of the personality, “ conse- 


“ Bumke calls it “ rank nonsense.” 
“The super-ego is that part of the personality which .... becomes a 
representative of demands of society (p. 92). 
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quently dreams can be considered the neurotic symptoms of normal 
persons.” Even the diagrams that follow do not improve the logic, 

The author for his own protection adds that he must refer to 
literature since it lies beyond the scope of his book to present the 
detailed observations which substantiate the theory that “ every 
psychoneurosis is therefore a compromise between repressing 
and repressed forces” and the claims regarding certain “ mecha- 
nisms” (p. 109) ; and yet in the very next paragraph he goes on 
to say, “ It should now be clear that neurotic and psychotic symp- 
toms are the result of a schematic and automatic process of re- 
pression which creates an extreme tension of the original tendencies 
which have been denied realization . . . . repression is the infan- 
tile way of controlling the original tendencies since the infantile 
ego has not yet the ability either of judgment or spontaneous re- 
nunciation.” After all this confusion of words and obscuration 
of thought, it is stated that the technique of psychotherapy follows 
consistently from these concepts. | feel tempted to reproduce a 
famous saying from Faust—with apologies to previous translators 
—‘ Concepts wanting, words presenting.” 

All this is followed by a section on the theoretical foundation 
of the psychoanalytic technique. Whatever one may have thought 
of the theory of psychoanalysis, and whatever opposition one may 
be justified in presenting, there is much more reason for opposition 
to the application of psychoanalysis in practice. Repression does 
not seem to fill the entire bill. For that reason “ suppression ” is 
called into service. Repression is supposed to be an entirely un- 
conscious procedure. Suppression on the other hand, is a very 
conscious procedure since it eliminates “all kinds of irrelevant 
material which would detract the attention from the topic which 
is the focus of interest at any given moment. If the subject learns 
to overcome suppression, the tendency of unconscious material 
to express itself has to contend only with repression, and un- 
conscious material begins to pour into consciousness.” Although 
there is a diagram printed at this point to illustrate this abstruse 
matter, it does not seem to us to add much to the understanding 
or elucidation of the problem. Evidently the infantilists have come 
to the conclusion that repression must be supplemented and so they 
are willing to grant that there is a good deal of voluntary sup- 
pression. In other words, the subject does not have to say anything 
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more than what he is ready to say unless to please the analyst he 
is willing to give free rein to “ free association.” Notice the clear 
logic in a following paragraph, when the subject has the assurance 
that the examiner is not going to pass any judgment upon the 
subject’s psychic manifestations. When he is fully assured of this, 
the unconscious becomes gradually bolder and bolder and exhibits 
itself with increasing frankness and clarity. It is fair to ask 
whether the unconscious consciously receives this assurance. But 
of course logic does not apply. ‘‘ The patient’s ego loses more 
and more of its dependence upon the super-ego and transfers 
emotional dependence to the psychoanalyst in adopting the same 
emotional attitude toward him which he previously had toward 
his super-ego ” (p. 115). 

And here comes that wonderful relation of transference between 
the subject and the examiner. “ The analysis of the relation be- 
tween patient and analyst corroborates unambiguously this theo- 
retical description and the patient himself very soon detects that 
his emotional behavior during treatment is often a strikingly exact 
copy of his childhood behavior.” Question whether the patient 
himself detects this or whether the analyst who never says a 
word during this free association period tells him that such is the 
case. We all know the mischief that has been wrought by this 
whole transference business.” And so far as the patient’s emotional 
reactions to the psychoanalyst are concerned, the less said about 
that the better. 

Those of us who are in active practice could tell many an interest- 
ing tale. I will give Alexander credit for the fact that he does 
not refer to some of these disagreeable side issues, if side issues 
they be. But, if it be true that this “transference” is the most 
important therapeutic contribution of psychoanalysis, this one fea- 
ture of psychoanalytic therapy deserves the closest watching on the 
part of those who are in a position to know what actually happens 
in the community in which there are many analysts, lay and 
professional. 


*In future publications, some writers will surely reveal the social side of 
psychoanalytic practice. Husbands and wives have heralded the good effects of 
“analytic” treatment because they have been encouraged, if not ordered, to 
violate the prevailing code of morality. 
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I fear that the whole practice of free association is put in a 
questionable light when the author of this book states somewhat 
unwittingly that the psychoanalyst is not only able to understand 
the meaning of the transference manifestations, but is also able 
“to help the patient in finding precisely those verbal expressions 
which describe his emotional attitude” (p. 117). And the analyst 
forces the patient’s ego to understand and face those psychic ten- 
dencies which were before repressed. He flatters himself and his 
colleagues by saying that the patient is encouraged to express him- 
self in intelligible language, instead of in the distorted language of 
his symptoms. Lord knows both the language and doctrines of 
psychoanalysis are unintelligible enough. There is some more 
juggling. 

Transference is after all only a “shadow play” of childhood 
(p. 118). The patient may transfer hostility from the father to 
the psychoanalyst. But it is of lesser intensity because after all, 
the subject realizes that the analyst is not the father; but the 
analyst simply claims that the lesser intensity is due to the fact 
that the emotion of the adult is less than the emotion of youth. 
Once we are told that the emotion is transferred to the analyst and 
then that the analytic situation is after all nothing more than a 
relation between patient and physician, and that the transference 
manifestations remain under the continuous control of the ego. 
And the patient is constantly aware of their “ objectively motivated 
nature.” It is of interest to know that the principle of analytic 
treatment can be compared with that of active immunization “ by 
means of which the resistance of the body is partially increased 
by fighting small quantities of toxin.” But we wonder whether 
complete immunity is ever obtained. We realize that small quanti- 
ties of toxin are being constantly poured into a patient’s mind 
during a period of months and years, and may in the end amount 
to genuine mental poisoning. But when the author has the temerity 
to claim that “in psychoanalysis we are able to follow the psycho- 
logical process in the patient during treatment and that... 
analysis is a recent and exact psychological method in contrast to all 
other current psychotherapeutic measures which, whether successful 
or not, are based much more on vague empirical observations 
than on a thorough understanding of the therapeutic conditions 
itself’ (p. 120), he is making another false claim that cannot 
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be proven. If it is anything at all, it is surely not a reasoned 
and exact psychological method. However great the claims that 
the psychoanalyst makes for his technique and his method, he is 
careful to limit his therapeutic efforts chiefly to the psychoneuroses 
and to keep away from the treatment of the true psychoses; at 
least, Alexander says so. 

Evidently the analyst has yielded to the temptation to draw the 
schizophrenics into the realm of his influence. We all know how 
few of such cases have proved successful. Again somewhat un- 
wittingly the author confesses (p. 123) that the employment of 
the psychoanalytic technique in cases of schizophrenia is not prac- 
ticable without a preliminary treatment, the aim of which is to 
strengthen and reeducate the ego. And with all due modesty, the 
statement is made that psychoanalysis does not claim to be able 
to cure all forms of mental disturbances, or all kinds of pathological 
personalities. But, in a perfectly altruistic spirit it maintains that 
all future methods of “ psychotherapy must be based on an under- 
standing of the fundamental psycho-dynamic processes.” As 
though that had not been the very aim of psychiatrists and psy- 
chologists years and years ago. 

All this long-winded discussion would have been sufficient to 
convince any one that psychoanalytic treatment does not apply to 
psychoses, and yet an entire section is given over to critical con- 
siderations of the psychoanalytic treatment of psychoses. 

I haven’t the heart to burden this review with a close scrutiny 
of this chapter.” A recent capable reviewer (Silverberg) of 
Alexander’s book™ finds this section (III) the least interesting ; 
and he criticizes the author for the “lack of any clinical data 
whatsoever.” I feel compelled to take up a few salient points. 

After emphasizing again and again the factor of repression and 
the importance of a relatively well developed ego whenever psy- 
choanalytic treatment is to be employed, the author takes up the 
question of analytic therapy in psychoses, which he is honest 
enough to label as an ill advised experiment. The present writer 
has objected seriously to the use of psychoanalysis in children and 


*“Dynamic,” “ Mechanisms” are the words the psychoanalysts love to 
use, as though they conveyed something entirely new. 

* Liberal quotations from Alexander’s book have been unavoidable. 

* Mental Hygiene, October, 1932, page 653. 
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adolescents." Alexander has his own doubts but is willing to 
employ a modified technique as suggested by Melanie Klein and 
Anna Freud. Is there any justification for upsetting the mental 
processes of a child in order to determine “ the extent to which the 
child’s weak ego can be burdened with interpretations; 1. ¢., the 
knowledge of repressed material” ? Let the psychoanalyst con- 
tinue his nefarious practices with the adult, but in all seriousness 
let him keep his hands off the child. 

It is an impertinence for any one to think that he or she can 
improve upon normal natural mental processes. What has been 
consigned to the unconscious in the child had better remain there 
until he is able mentally to cope with, or to assist, the devastating 
methods of the analyst. 

While granting that the method is not applicable to psychoses, 
the psychoanalyst is pegging away at schizophrenia to gain an enter- 
ing wedge and before long we shall hear that the analytic method 
is the only method to be used, especially in private asylums and 
private sanatoria. 

Alexander confesses that “ psychoanalytic treatment may pre- 
cipitate schizophrenic episodes ” (p. 135). To avoid such mishaps 
he “ changes his technique.” So have others, but, no one publishes 
what the change is. You must take it on faith. The medical pro- 
fession does not realize that there is no exact record of what is 
said or done in the analyst’s office. The whole thing is veiled in a 
suspicious mystery.” In all other fields of medicine, we insist on 
trustworthy histories and records. Alexander put himself on a 
higher level by his frankness in stating that no opinion on the 
possibilities of the psychoanalytic treatment of psychoses can be 
formed so long as there are “no reports which give an exact 
description of the technique employed instead of simply reporting 
positive or negative results” (p. 137). 

The psychoanalyst has a great way of hiding behind high sound- 
ing terms without conveying any new thoughts—for example: the 
“psychotic . . . . continually loses his orientation in the external 
world because he falsifies the data of his sense perceptions” (p. 
138). He sees things other than they really are. “The most 


™ The Normal Child, etc., page 90, et seq. 
* Freud has just published a small volume (Vier Psychoanalytische Kran- 
kengeschichten) fairly apologizing lest the patients be identified. 
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extreme forms of this falsification of reality are hallucinations.” 
Of course, the “ psychotic preserves in himself unacceptable hostile 
or sexual tendencies . . . . refusing to accept them as his own 
mental possessions and projects them on others.” Not a new 
thought has been added to the orthodox conception of hallucina- 
tions and delusions. To state that the paranoiac wrongly locates 
his emotions, that he has “ no respect for reality ” is using different 
words, but is not adding an iota to what the orthodox psychiatrist 
has known about paranoid conditions. 

Nor has the analyst been able to contribute anything to the under- 
standing of schizophrenia ; all have known that there are two main 
groups—a paranoid group and a simple hallucinatory and illusional 
group. To say that the “ paranoid cases display a great participa- 
tion of the super-ego and that the ego structure is less deteriorated 
than in the other class” also conveys nothing new. No one has 
doubted that the paranoiac retains considerable mental capacity. 
The rivalry between the ego and instinctual demands is worth 
noting and at last we have this very definite pronouncement. “ In 
psychoses the instinctual demands overpower the ego and the ego 
following the pressure of these demands abandons the oldest and 
first acquired function, the recognition of reality” (p. 145). At 
the same time the ego fails to harmonize the different instinctual 
demands and thus deepens the trouble. However carefully one 
reads this attempt to work out a new explanation of the difference 
between neuroses and psychoses, it is always the same juggling with 
the ego, the super-ego, etc. No doubt the differentiation between an 
ego and a non-ego (the environment) is “ one of the first accomp- 
lishments in the individual’s development.” The author is at liberty 
to “ assume ”’ but he does not prove that in schizophrenics “ the dis- 
tinction between the ego and non-ego had never been firmly estab- 
lished in them” (p. 146). Much else might have happened in later 
years or early adult life to bring about this condition and Alexander 
has to grant that the inherited constitution “ plays a more important 
role than in neuroses.” It is all well and good to put up the etiologi- 
cal theory of the constitutional weakness of the ego-anlage to avoid 
“ over-emphasizing the psychogenic theory of schizophrenia, but the 
next writer will insist that this very etiological theory has been estab- 
lished by psychoanalytic data. The outcome of all the discussion, 
to the credit of the author be it said, is that he realizes that 
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the ordinary psychoanalytic treatment is not applicable to the 
schizophrenics, but he saves the face of the analyst by urging a 
special form of psychotherapy “ based on psychoanalytic insight.” 
Let us hope that it will not include the employment of schizoid 
personalities” (p. 149) to attend their kind and paranoiacs to 
wait upon their fellow sufferers. 

Section IV on “ The Psychogenic Factors in Organic Diseases,” 
cannot escape serious criticism. There are few more misleading 
chapters in modern medical writing ; not intentionally perhaps, but 
misleading because of the false interpretation put upon the under- 
standing of the medical practitioner. It is not the medical 
practitioner who likes to detect the psychogenic origin of every 
condition, but the average psychoanalyst (far more interested in 
practice than in theory) who has managed to persuade many of 
the practitioners (who are always eager for something new and 
justly so) that every disease has its origin in some psychic factor, 
associated with some sexual sin of commission or omission. 
Alexander might drop the old charge that there was an “ unpsy- 
chological period of medicine before Freud.” 

The truth is there was plenty of psychological thought, but not 
of the Freudian or shall we now say, Alexandrian, variety. It is 
not the “‘ fundamental significance” of psychoanalysis which ex- 
plains the “ violent resistance ” it has evoked, but the thoroughly 
illogical and unproven doctrines for which acceptance is demanded 
or expected. Like other disciples of Freud, this psychoanalyst is 
a psychologist when it suits his purposes and he creates confusion 
by using “ psychology,” “‘ psychotherapy,” “ psychoanalysis ” indis- 
criminately, and at his own sweet will. The author is most 
unfortunate in his comments on tuberculosis. For all times Koch’s 
bacillus will remain the cardinal etiological factor and the happy 
discovery of the 19th century. Every tyro in medicine, long before 
and after Freud, has been told and taught that the mental attitude 
of the patient is of utmost importance.” Any professor of psy- 
choanalysis who claims that this is a recent concept in medicine 
is sadly ignorant of the actual state of medical teaching and has 
no right to claim “that the introduction of psychological factors 


* As suggested by H. S. Sullivan. 
* From my own student days I can recall Kussmaul’s excellent teachings 
on this very subject. 
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was like a slap in the face to the biologically orientated physician ” 
(p. 165). Scientific medicine is particularly sensitive to the intro- 
duction of “ psychological concepts ” of this very questionable vari- 
ety but it hails with delight the introduction of a rational psychology 
of the Wundt, James, Janet, McDougall, Adolf Meyer variety. 
Even the interpretation of Balzac’s ‘‘ Cousin Pons ” will not recon- 
cile us to psychoanalysis, nor are we any happier or more enlight- 
ened because Freud, Abraham, and Jones, have made out the “ anal ” 
and “ oral”’ character of the sad old man, and that Karl Abraham 
was able to “ trace the disposition toward melancholic depressions to 
a fixation on the early satisfactions of the suckling period.” It will 
be well for those who love good meals (when hungry) and who 
develop gall bladder trouble and become melancholy to beware lest 
it be said of them that there was in them the coincidence of “ oral 
fixation, melancholia and gall bladder affection.” The author 
laments the omission of careful psychological data in medical his- 
tories. What about the complete lack of data in all psychoanalytical 
histories and records, as the author himself has previously 
deplored ? 

In Section IV, there is a well written discussion of the relation 
between the central and autonomic nervous system. But of course 
psychoanalysis has had practically no effect upon the development 
or establishment of this relation. Some of the ablest internists, 
physiologists, neurologists and biologists of the day have had their 
say on the question as to which is the primary system—the central 
or the autonomic nervous system. But when the author in order 
to lay his claim for psychogenic factors in organic disease, cites 
peptic ulcer as an example, it is fair to say that he could not possibly 
have been more unfortunate. The close relationship between the 
nervous system and the digestive tract have been known to every- 
one. Even the merest tyro knows that the appetite disappears with 
worry. Alexander very properly states that a condition of chronic 
gastritis precedes for a long period of time the development of 
peptic ulcer. Perhaps it would be better to say precedes for a long 
time the definite appearance of the first symptoms but he regards 
it as the chief problem to determine the cause of this chronic 
gastritis. The illogical, ludicrous, absurd, almost dishonest, method 
of argument employed by the psychoanalyst is well illustrated in 
the discussion of this subject. The author quotes Cushing, Light, 
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and others to emphasize the “ cortical influence ” and to show that 
“chronic irritation of sub-cortical centers in the brain is able to 
influence” the secretion of acid and the blood supply of the 
stomach (p. 189) and thus play a part in the development of 
ulcers. No one will dispute this and the psychoanalysts have had 
nothing to do with the establishment of that relation but there js 
a possibility “that sub-cortical irritation is due to cortical in- 
fluences—i. e., psychological influences upon the vegetative centers 
of the mid-brain.” It is then calmly stated that psychoanalytic 
experience confirms this assumption. The details are not given, 
but “analytic investigation reveals in these cases a characteristic 
regression to the early stages of emotional life.” In a middle-aged 
man the wish to be loved and treated by his wife as an infant (p. 
I91) was present but repressed by the conscious ego. . . . . The 
repressed, passive wishes denied expression by the conscious per- 
sonality found a motor expression in the stomach symptoms. 

When the patient transferred his feelings of dependence (not the 
symptoms fortunately) to the analyst, the stomach symptoms dis- 
appeared, but the ulcer was not cured, for the “ symptoms recurred 
when the first attempts were made to force him to see that the 
analysis served to gratify his infantile dependence.” In other 
words, he was deluded for a time and when the patient began to 
realize this, he also realized that his symptoms had not disappeared, 
and although the author claims later on that the man was com- 
pletely cured, he fails utterly to connect his infantile experiences 
with Pavlov’s studies on the dependence of the secretive functions 
of the stomach upon psychological stimuli, and we do not under- 
stand that the permanent unconscious longing for dependence and 
being loved in an infantile way can (not does!) exert a chronic 
stimulation of the stomach secretion, the result of which may be 
chronic hyperacidity. The only claim that could be upheld is that 
some of the purely neurotic symptoms may be explained in this 
questionable way ; but as for the psychogenic origin of the ulcer 
itself, there is not a scintilla of evidence. But would it not be fair 
to ask whether any number of actual experiences and worries in 
the months or years just preceding might not have been more 
plausible causes of hyperacidity than this “ passive wish to be 
loved.” 
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The internist receives the assurance that psychoanalytic therapy 
is only preventive and after “an ulcer has already developed, local 
therapy is usually unavoidable.” The patients will no doubt do 
better if they follow the dietary and other rules of the physician 
than to trust to the infantile searchings of the infantilist. I cannot 
“suppress” my desire to quote once more, “ thus chronic consti- 
pation is often an expression of the patient’s spiteful attitude 
toward his environment” (p. 197) ; and please read about the ca- 
thartic influence of a beautiful bouquet of flowers (p. 199). The 
wife (the patient) had used an “ infantile way of expressing spite 
toward her husband as an answer to his loveless behavior.” (A 
professor of psychoanalysis speaking, not Harold Lloyd!) Chronic 
constipation is hereafter to be cured by the psychoanalyst ! 

It is to be hoped that the non-paranoid and adult (not infantile) 
group of medical men the world over will continue to show the 
“resistance and skepticism ”’ of which Alexander complains, and 
most of us will be ready to accept Cannon’s logical deductions as 
given in his book, rather than to accuse him, as Alexander does, 
of ignorance of “modern psychotherapy ” (presumably analytic- 
therapy). Those who oppose psychoanalysis are always accused of 
ignorance. 

There was no need of this long section to show that “ we shall 
not be willing to dispense with psychological insight into the 
functioning of the mental apparatus ” but there is a vast difference 
between psychological and psychoanalytic ! 

It is natural enough, from the point of view of the psychoanalyst, 
and knowing his extreme modesty, that he should wish to control 
the entire field of psychiatry and to have the study of it introduced 
into the regular medical curriculum. The final section of the book 
is devoted to this subject. In characteristic fashion, the author 
says, if it is true (and it is not true) that ailments like certain 
forms of chronic gastritis, constipation, or functional heart trouble, 
can be better understood and cured with greater success, “then 
psychoanalysis must become an integral part of medicine.” Again 
false premises, false claims. There is every reason to deny “ these 
achievements ” and there is every reason not to burden the medical 
student with unproven, undigested and misleading doctrines. The 
medical student needs many things more than a course in psycho- 
analysis. Give the student his thorough training in all fundamentals 
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of medicine and surgery, and their specialties, give him a thorough 
laboratory training, let him study the latest achievements in the 
diagnosis and treatment of pulmonary, cardiac and organic nervous 
disease, give him a thorough course in normal and abnormal psy- 
chology and above all, a course in logic to which some post gradu- 
ates inclined to psychoanalysis might be invited. 

And as for establishing professorships of psychoanalysis, in 
regular medical schools, Heaven forbid! What are needed are 
sane and sober psychiatrists, experienced neuro-psychiatrists, well 
informed internists with broad vision and with a healthy grasp 
of the entire subject, with the ability to separate the wheat from 
the chaff, to evaluate properly the new and at times startling data 
that Freud, Jung, Adler, Kretschmer and other have uncovered, 
and will be able to assign to psychoanalytic doctrine the niche into 
which it fits. The superiority complex of the Freudians leads them 
to identify the niche with the entire structure. 

It was not found necessary at the time and it is still within the 
memory of many of us, to create professors of hypnotism, not even 
of endocrinology, and both these special subjects have had a far 
greater influence on sound medical thought than psychoanalysis will 
ever be able to claim ; and lastly, the author makes a bid for linking 
up psychoanalytic institutes with medical universities. In such 
institutes alone can the proper training be given, consuming almost 
as much time as the entire medical course. It is suggested that 
the undergraduate be instructed in the principles of psycho- 
dynamics at the beginning of his curriculum and by a course of 
general psychiatry” during the clinical semester, and that the 
future practitioner of psychoanalysis be given a post-graduate 
training in a psychiatric hospital. As a matter of fact, asylums 
and like institutions will either be governed by orthodox psychiatric 
doctrines or else given over wholly to psychoanalysis. The psy- 
chiatric profession is to sell out to the psychoanalysts. Let the 
latter have their own institutes for their special cult and let their 
publicly recorded results prove the value of their claims. 

It is well to caution the psychiatrist that the psychoanalysts are 
good salesmen. They try to “put over” all sorts of arguments 
and even such an honest disciple as Alexander, winds up with 
this high-sounding declaration, “‘ The significance of the innovation 


** With emphasis on psychoanalytical doctrines. 
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(the introduction of psychoanalysis into the medical curriculum) 
would be that the medical school would accept the view that the 
human system is not merely biological, but psycho-biological.” 
Psycho-biological, yes, but psycho-analytic-biological, no. Again 
this hiding behind the psychological. Let me urge the medical men 
and above all the psychiatrists, not to fall for the unconscious or 
infantile sexuality or CEdipus complex or the Freudian interpreta- 
tion of dreams, the transferences and the projections, and the what- 
not. Continue the resistance, acknowledge what is true and useful 
in these doctrines, reject the rest and preserve your own sense of 
proportion and your sense of logic. The future progress of 
psychiatry, especially in America, calls for far saner and safer 
leadership ; and, to wind up very much as the author of this book 
does, it is only fair to say that the arguments in favor of psycho- 
analysis will have to be far more convincing and their therapy less 
devastating and more ethical, before we can subscribe to his opinion 
that “the exclusion from medical schools is unjustified and un- 
desirable.” If he meant to prove that, his book has not served its 


purpose. 
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CEREBRAL BIRTH CONDITIONS WITH SPECIAL 
REFERENCE TO THE FACTOR OF 
HEMORRHAGE.* 


By CLARENCE A. PATTEN, M. D., ann BERNARD J. ALPERS, M. D. 


The term cerebral birth conditions is used to designate any and 
all abnormal neurological conditions that are present at the time 
of birth, due either to prenatal factors or the traumas of birth. 

The variety of names used in connection with cerebral birth 
conditions—cerebral diplegia, cerebral spastic rigidity, cerebral 
infantile paralysis, Little’s disease, bilateral infantile cerebral 
hemiplegia, infantile cerebral paralysis, congenital diplegia, con- 
genital spastic paraplegia, hereditary spastic diplegia and paraplegia 
and others—is evidence of the confusion which exists concerning 
the symptomatology and interpretation of the pathological states. 
There seems also to be no unanimity of opinion regarding etiology, 
and because of this confusion a series of studies have been under- 
taken with the hope of clarifying or simplifying the situation. Last 
year the first of a series of papers on cerebral birth conditions was 
published * embracing a clinical study, especially from the stand- 
point of the relationship of the difficulties of labor to cerebral 
diplegia. As a result of this study it was concluded that birth 
trauma such as occurs in difficult labor from maternal deformities, 
forceps deliveries, precipitate labor and mechanical defects, could 
not be held entirely responsible for the clinical syndrome of cere- 
bral diplegia, but that interference with circulation to the fetal 
brain during parturition had to be considered as a possible cause. 
Furthermore it was shown that an identical neurological situation 
existed in the two groups of cases and that in those which presented 
an apparent hemiplegia careful examination revealed unmistakable 
evidences of involvement of the other side as well. The percentage 
of mental defects in the difficult labor group was not as large as in 
the so-called normal group. 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. From the Graduate 
School of Medicine of the University of Pennsylvania, and the Laboratory 
of The Institute of the Pennsylvania Hospital. 
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A review of the clinical picture presented in a group of diplegics 
showed that the symptomatology was practically limited to the 
motor system, and it was held that the frequent occurrence of bi- 
lateral motor involvement with defect in intelligence indicated 
something more than the effects of trauma or vascular accidents. 
That there was a defect in motor development was shown in the 
fact that some cases were able only to move the head, others could 
move the head and arms but were totally unable to stand or walk; 
others could stand and walk but had some spasticity or else pre- 
sented a bilateral Babinski. This was taken to mean that something 
had definitely interfered with the motor patterns of these children. 
They had not, as Coghill * stated, developed that regular sequence 
of movements which is consistent with the order of development 
of the nervous system, and had never reached a period of “ pro- 
gressive expansion of a perfectly integrated total pattern.” The 
conclusion was reached that there was probably a defect or arrest 
which concerned either the integrity of the motor cortical cells, or 
the proper myelinization of the corticospinal tracts and cerebral 
association fibers ; the latter accounting probably for the defects in 
intelligence and other non-motor symptomatology. 

Having reached the point where it seemed evident that inter- 
ference with normal motor development was the probable cause 
in cerebral birth conditions, the next logical step seemed to be to 
attack the problem from the pathological and developmental stand- 
points. Accordingly a series of brains of infants of varying ages 
are now being studied from several angles. Because of the fre- 
quency with which vascular lesions have been held responsible for 
all cerebral palsies at birth it seemed possible that concentration 
on this aspect might prove both interesting and valuable. This 
presentation, therefore, confines itself to the consideration of 
hemorrhage in the production of cerebral birth conditions. 


ANALYSIS OF MATERIAL. 


There have been available for study 30 infant brains which had 
been removed either as a matter of routine or because there was 
some suspicion of cerebral pathology. Seventeen of these brains 
showed subarachnoid hemorrhage of some degree and 26 revealed 
definite subependymal hemorrhage. Of the 17 cases with subarach- 
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noid hemorrhage, 7 were born at term, 4 were born at the seventh 
month, 4 at the eighth month and 2 at the sixth month. (Table 1.) 

The ages of the mothers varied from 16 to 41, the average age 
being about 27 years. The only physical diseases recorded in the 
maternal histories were tuberculosis in one, pyelitis in another and 
syphilis in a third, thus definitely excluding any physical state that 
might be considered as a general cause. The length of labor varied 
from 48 minutes to 56 hours, 10 being below 63 hours, 13 between 
g} and 18 hours and 3 above 28 hours. Anesthesia was used in 22 
of the deliveries, varying from 1 to 20 minutes with an average of 
14 minutes for those in which the time was definitely recorded. 

Instruments were used in 11 cases only and of this number 3 
were eight months’ babies, 2 were seven months’ babies, I was a 
six months’ baby and the remainder full term. Two cases were 
delivered by Czesarean section and are not included in the instru- 
ment statistics. The condition at birth was considered “ good ” in 
but two cases, all the rest being described as “ weak,” in “ poor 
condition ” or else stillborn. 


HEMORRHAGE. 


Considering these cases from the viewpoint of hemorrhage it 
would seem that the duration of labor had little to do with it, 
because those cases showing a comparatively short period of labor 
had as much bleeding as the cases of longer duration. Further- 
more there is definite evidence in the literature of cases of short 
labor in which marked hemorrhage occurred. McSwiney * reported 
such a case with death due to hemorrhage over both occipital lobes 
in an infant born at term, spontaneously, in an easy labor lasting 
but 6 hours and 20 minutes. 

The type of presentation could not be held responsible for 
hemorrhage, as it was normal in all but 2 cases in this series. It 
is admitted on general principles that, along with other difficulties 
in labor, an abnormal presentation may predispose to cerebral 
trauma and hemorrhage. The point is made, however, that hem- 
orrhage seems to occur as frequently under otherwise normal 
conditions. Neither can instrumentation be blamed universally for 
the same reason—bleeding occurs as frequently or oftener in cases 
where no instruments are used. The anesthetic can hardly be 
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wn 


accused of producing hemorrhage for the length of exposure was 
never sufficiently long to hold it responsible. 

Invariably the conditions of these infants was very poor at birth 
—some of them being stillborn, others not breathing, or the accou- 
cheur had difficulty in establishing respiration. Cyanosis was fre- 
quent. It is difficult perhaps to state the relationship of poor 
condition, cyanosis and respiratory difficulty to hemorrhage, but it 
is noteworthy that in almost every instance in which the child sur- 
vived for a period there was some sort of respiratory difficulty. 
Naturally the query arises whether the respiratory difficulty might 
not be due to hemorrhage. It can be stated with certainty, how- 
ever, that the degree and location of meningeal hemorrhage in the 
majority of these cases was not sufficient to produce failure of 
respiration, and furthermore, evidences of hemorrhage in the 
medulla were definitely lacking. 

The degree of subarachnoid hemorrhage varied considerably in 
the series. In some brains there was a very slight degree of hemor- 
rhage in the sylvian fissures and over the convexities (Figs. 1 and 
2). The film of hemorrhage in these cases was relatively thin and 
usually quite definitely confined to the sylvian fissure or some other 
localized area. It is quite possible that hemorrhage in this degree 
might be considered a common occurrence and explain the reports 
of Sharpe * and others who found bloody spinal fluid on lumbar 
puncture after birth in a certain percentage of cases. Certainly 
there was no large extravasation of blood in any of these cases, 
though the hemorrhage was definite. That it was unusual is evi- 
denced by comparison with cases in which there was no subarach- 
noid hemorrhage whatever, or in which there was a very slight 
degree of hemorrhagic extravasation. 

In a few brains there was a relatively thick hemorrhage over the 
convexities, with usually some staining at the base of the brain and 
over the cerebellar hemispheres. These instances constituted the 
minority in this series, but in a few cases there was quite massive 
hemorrhage in the subarachnoid space and in these the base of the 
brain usually suffered more than the convexities. In only two 
instances were there subdural hemorrhages associated with that in 
the subarachnoid space. In both of these cases the hemorrhage 
could be traced to a ruptured vein, penetrating into the longitudinal 
sinus. In only two instances was there evidence of a tentorial tear, 
so that this factor can be held as comparatively insignificant. 
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MULTIPLE PETECHIAL HEMORRHAGES. 


Scattered throughout these infant brains were petechial hemor- 
rhages, and in some cases larger extravasations. The chief con- 
centrations of the petechiz were found in the subependymal 
regions around the lateral ventricles. The next area showing fre- 
quent hemorrhages of this type was the white matter and the basal 
ganglia, and much fewer were found in the cortex. 

Usually the petechial hemorrhages were small (Figs. 3 and 4) 
but in some cases they assumed quite respectable proportions (Fig, 
5). In the subependymal regions there were often several small 
or larger hemorrhages which lay within the germinal foci of neuro- 
blasts and spongioblasts which surround the ventricle. The degree 
of destruction of these forerunners of nerve and neuroglia cells 
was often very extensive, particularly in areas where several hem- 
orrhages had coalesced. Sometimes the hemorrhage was seen 
merely as a perivascular ring of red blood cells, but usually there 
was free blood in the parenchymatous tissue around the ventricles 
and with it destruction of the neuroblastic and spongioblastic 
elements. 

While petechial hemorrhages were found in 26 of 30 cases, and 
both in the premature and full term infants, there was a difference 
in the type of hemorrhage observed. Lest it be concluded that this 
type of hemorrhage is almost universal it may be stated that numer- 
ous and extensive hemorrhages were found only in 15 cases. In 
the other 15 there were small, scattered hemorrhages the signifi- 
cance of which is not quite as clear as in the former. They probably 
were not severe enough to contribute to the death of the individual. 

Small hemorrhages were numerous in the white matter in some 
specimens and at times there were fairly large hemorrhages (Fig. 
6). On the whole the involvement of the white substance under 
the cortex was relatively infrequent as compared with the involve- 
ment of the germinal foci around the ventricles. As stated, how- 
ever, in a few cases the hemorrhages in the white matter were 
quite striking. 

Petechial hemorrhages were somewhat scattered in the cortex 
and difficult to find. As a rule, however, the cortex was not much 
involved by hemorrhage. In two cases there was direct extension 
into the superficial areas of the cortex by the overlying subarach- 
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Fic. 1.—Subarachnoid hemorrhage of a moderate degree over the cere- 
bral hemispheres. This is more than the normal amount of hemorrhagic 
staining. 


Subarachnoid hemorrhage at the base of the brain but absent 
over the hemispheres. 
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Fic. 3.—A large hemorrhage in the subependymal 
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AMERICAN JOURNAL OF PSYCHIATRY, Vol. XII, No. 4. PLATE 25. 


Fic. 5.—A large hemorrhage and several congested vessels in the subependy- 
mal region. The cells of the germinal matrix are not well shown but they 
surround the hemorrhage. 
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Fic. 6.—Hemorrhages in the white matter of the brain 
Hematoxylin-eosin stain 


Fic. 7.—A large hemorrhage in the ch 
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noid hemorrhage which disrupted the cortex considerably. In one 
instance a large hemorrhage was found in the choroid plexus of 
one lateral ventricle (Fig. 7). The basal ganglia showed more 
numerous hemorrhages in areas adjacent to the ventricles than 
elsewhere. In some specimens the caudate and thalamic nuclei were 
quite peppered with hemorrhages. On the whole, viewing the brain 
from the ventricle outward, petechial hemorrhages were most 
numerous around the ventricles and diminished rapidly as the 
cortex was approached. 

There was no evidence of vascular disease as such. In all cases 
which showed hemorrhage, the vascular endothelium showed no 
evidence of inflammation or proliferation. In only a very few cases 
was it possible to trace hemorrhage directly to a defect in the wall 
of a blood vessel, probably due to trauma. 

Nothing much could be told regarding the ganglion cells in the 
cortex especially in the premature brains. The normal structure 
of these cells has not been sufficiently well worked out for infant 
brains to permit of any broad conclusions regarding their condition. 
What appears to be a loss of Nissl substance is probably normal 
for the ganglion cells in a certain stage of their development. Too 
much attention has possibly been given to the presence of such 
cells which have been looked upon as somewhat abnormal. Further 
studies on ganglion cells of the infant brain will have to be made 
before taking any stand as to what constitutes abnormality. 

There were no hemorrhages found in the pons or medulla and 
no petechial hemorrhages were observed anywhere in the hind- 
brain. In one case the cerebellar cortex was involved by the direct 
extension of a subarachnoid hemorrhage. It is apparent that the 
hemorrhages were pretty largely confined to the fore-brain, a 
point which is worthy of considerable attention perhaps in studying 
the question of cerebral birth conditions. 


DISCUSSION. 


The effects of trauma to the infant head at birth have been re- 
peatedly observed and instances are on record of injuries produced 
by the undue pressure of forceps, the over-riding of bone, and 
fracture of bones of the skull in delivery. It has been assumed 
because these definite injuries occur, and some autopsies have re- 
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vealed gross subdural, subarachnoid or intracerebral hemorrhage, 
that all cases showing evidences of increased intracranial pressure, 
convulsions, respiratory difficulty, cyanosis and failure to take the 
breast soon after birth are due to gross extravasations of blood. 
The initial impetus in this direction was given by the reports of 
McNutt,’ who first published two cases of cerebral hemiplegia, in 
which were found subarachnoid hemorrhage. From this she con- 
cluded that subarachnoid hemorrhage could cause cerebral diplegia, 
In a later paper she reported a case of cerebral diplegia which 
showed atrophy of the pre- and post-central convolutions bilaterally, 
This, she concluded, was the end result of subarachnoid hemor- 
rhage, though there seems to be no good evidence for the conclu- 
sion which she reached. She was of the opinion furthermore that, 
had the two cases of subarachnoid hemorrhage which she first 
published, lived, one with a paralysis of the right arm and the other 
with a left hemiplegia—they would have developed cortical atrophy 
such as she found in a later case. McNutt failed to show, first of 
all, that subarachnoid hemorrhage could cause cerebral diplegia 
because her patients were not diplegic, and second she failed to 
establish any relationship between subarachnoid hemorrhage and 
the pathology which was present in the case of diplegia which she 
reported. 

Subarachnoid Hemorrhage.—lIn the past there has been claimed 
for this type of hemorrhage a very important part in the production 
of cerebral birth conditions. McNutt even claimed that it was 
responsible for the clinical picture of Little’s disease. That it is a 
frequent occurrence in infants’ brains is shown not only by our 
studies and those of others, but also by the frequency with which 
one encounters bloody spinal fluids in new-born infants. The mere 
matter of frequency, however, is not enough to justify, ipso facto, 
the assertion that subarachnoid hemorrhage may be responsible for 
the condition under consideration. Have we evidence, for example, 
that hemorrhage into the subarachnoid space may cause damage 
to the underlying cortex of such a degree as to be responsible for 
many of the cerebral birth conditions? The answer to this problem 
is contained in our knowledge of the end results of subarachnoid 
hemorrhage, about which we have very little pathological evidence. 
What happens to a subarachnoid hemorrhage and to the cortex 
itself following such a hemorrhage? In cases of extensive extra- 
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yasation death follows quickly, so that nothing can be said of end 
results. In other cases the hemorrhage is definitely less abundant 
and is seen as a thin film in the subarachnoid space. In cases of 
this sort which are not fatal, the probabilities are that the hemor- 
rhage, seen for example in Fig. 1, is probably easily absorbed. 
Possibly in some cases some arachnoid or pia-arachnoid thickening 
results from the hemorrhage. That a cortical scar may supervene 
on a pure subarachnoid hemorrhage is not only highly improbable, 
but probably not possible. 

There are conditions in which a hemorrhage into the subarach- 
noid space may produce cortical disruption. This may come about 
either by direct extension of the hemorrhage into the superficial 
layers of the cortex, as in two of our cases, or by the impeding 
of circulation. In the former case there is direct destruction of 
cortical tissue by the invading hemorrhage; in the latter there is an 
obstruction to the venous drainage from the cortex due to com- 
pression of the pial vessels by the hemorrhage in the subarachnoid 
space. In such cases there is a backing up of blood in the cortical 
veins, eventual rupture of these vessels with hemorrhage and soft- 
ening. In this type of cortical destruction from subarachnoid hem- 
orrhage the latter must be so extensive as probably to be incom- 
patible with life. It may not be exclusively so, however, and cases 
may presumably survive in which this mechanism plays a role. 
In yet another way may the cortical tissue be implicated in sub- 
arachnoid hemorrhage, and that is by the simultaneous occurrence 
with it of petechial hemorrhages. 

It is difficult to see how from a pathological standpoint hemor- 
rhage confined to the subarachnoid space can cause cortical changes 
which are associated with cerebral birth conditions. We are inclined 
to discount the influence of such hemorrhage in the production of 
such clinical syndromes. If, however, the hemorrhage involves 
the cortex as well, by one of the mechanisms mentioned above, it 
may produce cortical scars or atrophy sufficient to produce some 
of the syndromes in question. That even this is a very important 
factor is a matter of grave doubt. 

The monograph by Ford, Crothers and Putnam® presents an 
excellent review of the literature on the subject and shows that 
hemorrhage statistics vary from 20 to 65 per cent in reported cases. 
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Ford states significantly, however, that it is probable “ that authors 
who find high percentages include many small lesions which do 
not contribute to death.” 

Suffice it to say, however, that subdural, subarachnoid and intra- 
cerebral bleeding has been authoritatively noted and described. 
Evidence which has been afforded by autopsy findings is not dis- 
puted, but the inference that all cases of intracranial hemorrhage 
result in a cerebral birth condition is unwarranted. The evidence 
adduced by other writers, notably Sharpe* and Roberts" from 
obtaining bloody spinal fluid in new-born infants is hardly reliable, 
One does not question the findings, but certainly the réle played by 
such bleeding in the production of cerebral birth conditions is open 
to question. As Ford states: “ Hemorrhages which diffuse do 
little damage to the cortex.” 

Prematurity of birth has been held by many observers to be the 
cause of hemorrhage and the later cerebral paralysis. Ylppo * found 
intracranial traumatic lesions in 90 per cent of premature infants, 
Warwick’ reported 25 per cent of cases showing hemorrhage in 
immature babies. Browne” stated that intracranial bleeding was 
sixteen times more frequent in premature infants. Raiz™ found 
fatal hemorrhage in 23 per cent of premature stillborn, and in only 
5 per cent at term. Brissaud” stated that the determining factor 
in diplegia was prematurity. Freud” expressed the opinion that 
prematurity was produced by the same factor as produced the 
diplegia. Ford (Joc. cit.) stated that prematurity was not the im- 
portant cause of diplegia, as over 50 per cent of his cases were 
full term. 

The role of asphyxia in the neurological conditions of the new- 
born was first advanced by Little. He emphasized birth pressure 
and intermittent “ placental respiration,” which he felt might be a 
preparation for independent respiration. He stated that prolonged 
interference with placental circulation produced a stillborn child, 
and termed the condition suspended animation or asphyxia neona- 
torum. He stated: “A larger proportion of infants either dead 
or stillborn, apoplectic, or asphyxiated at birth have been rendered 
so by interruption of the proper placental relation of the fetus to 
the mother and non-substitution of pulmonary respiration than 
from direct mechanical injury to the brain or spinal cord.” 
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Hecker“ stated that children dying at birth or subsequently 
asphyxiated present numerous dotted petechia-like ecchymoses on 
the surfaces of the lungs and diaphragm. The same tendency to 
punctate capillary hemorrhage was noted by Weber,” and Little 
stated definitely that “ capillary apoplexies are the cause of general 
spastic rigidity.” Hecker and Weber agree that capillary apoplexy 
occurs without mechanical injury, but Little was evidently of the 
opinion that the process of birth afforded the mechanical injury 
necessary to produce asphyxia, capillary apoplexy and cerebral 
spastic paralysis. About one-half of the cases reported by Little 
were premature. Merwarth”™ stated it as his belief that cerebral 
diplegia was due to prematurity which increased the tendency to 
bleeding, and intra-uterine occlusion of the blood vessels during 
labor caused by an anoxemia which produced serious results in 
the premature. 

Schwartz “ found in a study of over 100 cases that hemorrhage 
occurs in the area of the vena terminalis and in some cases a rup- 
ture of the vena magna galeni. He stated that the hemorrhages are 
capillary and often confluent giving the appearance of larger hem- 
orrhages. A choroid plexus hemorrhage is almost always continu- 
ous with the vena terminalis hemorrhage, is also capillary and 
occurs most frequently in the anterior lower region of the lateral 
ventricles. Very often the hemorrhage occurs in the region of the 
vena lateralis ventriculi and in the white matter of the posterior 
parietal and occipital areas. Often, especially in premature infants, 
hemorrhage occurs in the ramus ventricularis of the vena basilaris 
giving hemorrhage in the region of the inferior horn. Hemorrhages 
are frequently seen in the cerebellum, of microscopic size usually, 
but sometimes larger and often continuous with pial hemorrhages. 

Rydberg” examined the brains of 75 new-born fetuses and 
found visible bleeding in 58 cases. The most common was menin- 
geal hemorrhage, which was present in 56. The amount of blood, 
however, was small as a rule and in only a few cases could it be 
regarded as of lethal significance. He found intracerebral or intra- 
ventricular hemorrhage in 28 per cent of the 75 cases. He proceeds 
with the statement that subependymal bleeding is typical of pre- 
mature fetuses and that he found such instances in II cases. He 
holds that capillary bleedings are only detectable microscopically 
and are very seldom absent in new-born infants. 
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Of equal importance with the number and nature of the lesions 
is their location. It is considered of great significance that most 
of the capillary hemorrhages in our cases are in the cellular struc- 
ture under the ependyma of the ventricles, in the so-called germinal 
centers. These are centers of growth in the normal matrix from 
which the cortex develops. They are composed of both neuroblasts 
and spongioblasts and they are important, therefore, because they 
represent sources of (all) supply for the cortex itself. These 
areas have been intensively studied by one of us.” They are normal 
in premature brains, but they are present in the brains of infants 
born at term (Wohlwill),” often in as high as 5o per cent of such 
brains (Ceelen).” In our cases they were present not only in the 
premature brains, but also in the brains of the infants born at term. 
These centers disappear during the first months of extrauterine 
life, but just when they go is not definitely known. Wohlwill looks 
upon their persistence as being definitely pathological. 

Subependymal Hemorrhage and Myelinization—The question 
arises at this point as to the possible significance of subependymal 
hemorrhage. Certainly the subependyma is a most vital area from 
the standpoint of future brain growth and development. After 
birth there is an increase in the size of the nerve elements plus an 
increase in the number of glial elements, the latter being the more 
important. 

That the neuroglia are important in the process of myelinization 
has been demonstrated by del Rio Hortega,* who demonstrated 
that a special type of neuroglia, the oligodendroglia, is essential 
for proper myelin deposit around the nerve sheaths in the central 
nervous system. This type of neuroglia cell is derived from im- 
mature spongioblasts ii: 1 fashion which has not yet been deter- 
mined in all its details, but that it develops from spongioblasts is 
definite. Its relation to myelinogenesis is demonstrated by the fact 
that these oligodendroglia cells which are present before birth, 
are present, however, in much greater numbers at the time of 
myelinization in a definite area. These cells multiply largely after 
birth, presumably in response to myelinization. Furthermore they 
are seen only in areas where myelinization is taking place, and 
never in regions where myelin has not yet been deposited. The 
gliosome granules which are present in their cytoplasm are larger 
and more numerous where active myelinization is taking place. 
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And finally, these oligodendroglia cells are probably the central 
nervous system counterpart of the sheath of Schwann cells in the 
peripheral nerves, lying as they do in close relation to the medullary 
tubes, and sending their processes around these tubes. Hortega 
has demonstrated the way in which these cells wrap their expan- 
sions around the medullary tubes, their processes dividing at right 
angles as they first do so and then enveloping the tube. 

It is these oligodendroglia cells, which are important for myelini- 
zation, that we feel are largely affected by the subependymal hem- 
orrhages—the process of reasoning being as follows: In the 
subependymal area lie many spongioblasts which give rise after 
birth to neuroglia cells, chiefly oligodendroglia. The latter are 
important for myelin formation. Hemorrhages into the subepen- 
dymal area destroy the spongioblasts from which the oliogoden- 
droglia are derived and interfere, therefore, with the capacity of 
the brain to form myelin. Faulty myelinogenesis is followed by 
impaired function such as is seen in the cases under consideration. 

The question arises whether the type of pathology noted in these 
cases, the subependymal hemorrhage, has any relation to the status 
marmoratus which C. and O. Vogt described as being characteristic 
of Little’s disease. It is difficult to reconcile the Vogts’ view with 
ours because in our conception the primary difficulty lies in a faulty 
myelinization, whereas in the status marmoratus described by C. 
and O. Vogt there is an increase of glial elements and of myelin- 
ated fibers. 

From the pathological study of these cases we feel safe in assert- 
ing that the hemorrhages described occur pre-natally, that they are 
not post-natal and that they have no relation to trauma. Their 
exact causation is difficult to state. 

Thus far such findings seem to bear out the statement made in 
a previous paper’ that defective myelinogenesis might be largely 
responsible for the so-called “ birth conditions.” The clinical pic- 
ture in a series of cases of diplegia referred to above was that of 
failure of development at some particular point, and “ of adherence 
to an orderly progression ” so far as it goes. 

This viewpoint regarding the relationship of myelinization to the 
development of motor function has been corroborated by the ex- 
perimental studies of Tilney and Casamajor,“ who found strong 
evidence that the deposition of myelin was coincidental with the 
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establishment of function in definite fiber systems. Flechsig * has 
definitely shown that myelinization occurs in the sensory nerve 
fibers long before it does in the cortical motor tracts. This would 
mean primarily that sensory structures are nearly if not fully 
myelinated at birth, but only those motor fibers are myelinated 
that have to do with functions necessary to preserve life, such as 
breathing, sucking and swallowing ; while the motor fibers having 
to do with volition, and coming from the forebrain area receive 
their myelin sheaths as a gradual developmental process from 
above downward. This offers the best explanation at hand for the 
almost exclusive predominance of motor defects in cerebral birth 
palsies. Wlassak ™ has stated that definite fiber groups receive their 
myelin in accordance with a definite chronological schedule and is 
first demonstrable in the embryogenic nervous system in the proto- 
plasm of spongioblasts. It is also probably of extreme importance 
from the standpoint of the mental defect that occurs almost uni- 
versally in these cases, that the corpus callosum is late in myeliniz- 
ing as Flechsig has definitely shown. 

It would seem to follow from these observations that defect in 
the subependymal matrix, from whatever cause, would result in 
marked disturbance of myelin formation and lead to a failure of 
development beyond a certain point. This viewpoint is further 
upheld in the paper by Alpers” in a study of 3 cases clinically 
diagnosed as Little’s disease. The neuropathological studies re- 
vealed that “the anatomic substratum in each case consisted of a 
marked demyelinization of the cortex, due probably to a failure of 
development, and a similar though less marked absence of fibers 
in the basal ganglia.” 

In the material herein reported subependymal hemorrhages 
would seem to add another link to the chain of evidence that fail- 
ure of myelinization was an explanation for defective motor de- 
velopment in the newborn. 

The difficulty comes in arriving at a satisfactory explanation for 
the hemorrhages of the punctate or more massive character in the 
region surrounding the lateral ventricles. As stated previously the 
health of the mother has not been shown to be a factor, but, of 
course, this phase of the situation requires more careful study, par- 
ticularly from the standpoint of physiological chemistry. Prema- 
turity of birth cannot be held accountable, for the same frequency 
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of hemorrhage occurs in those born at full term. There is un- 
doubtedly some virtue in the prematurity theory if one wishes to 
speculate on the possible influence of underdeveloped subependymal 
matrix in those who are born at term. A point of lessened resis- 
tance because of faulty structure prenatally might be considered. 
Prolonged, difficult and instrumental deliveries cannot necessarily 
be charged with the occurrence of subependymal hemorrhage, for 
it occurs in easy, spontaneous deliveries and even in those born by 
Cesarean section. An interesting case is reported by Tauber,” who 
describes the syndrome of so-called Little’s disease after birth by 
Cesarean section. The child was delivered after labor had gone on 
for but 44 hours, because the heart beats had become slow and weak 
and the mother wanted a living child. The baby showed no asphyxia 
when born and cried lustily. The day after birth it was noted that 
the child was quite stiff and spastic, the legs being worse than the 
arms. The spasticity increased up to the fifth day at which time no 
movement was possible. A lumbar puncture revealed a yellow 
fluid indicating hemorrhage. Improvement set in on the eighth 
day and by the twelfth day some movement was possible, although 
when the child left the clinic at the age of 12 weeks the legs were 
still very spastic. The author considered this a case of Little’s 
disease and that Czsarean section had had nothing to do with the 
syndrome. Other authors have reported cerebral spastic rigidity 
and hemiplegia in babies born by Czsarean section, so that it would 
seem definitely that the character of birth, as an etiological factor, 
must be viewed with some doubt. 

The role that anesthetics play is somewhat in doubt, but the fact 
that subependymal and other hemorrhages occur where no anes- 
thetics have been used would mitigate against such a factor. 

Perhaps the most probable factor that might be considered in the 
occurrence of punctate hemorrhages is asphyxia. The effects of 
asphyxiation and anoxemia on the adult are well known and one 
might argue, pari passu, that premature infants or those whose 
nervous structures are somewhat lacking in vitality might the more 
readily become seriously damaged by this condition. This certainly 
was Little’s viewpoint (previously quoted) and the same opinion 
has been expressed by others. Schwartz™ stated his belief that 
hemorrhage is due to the difference between uterine and atmos- 
pheric pressure. Merwarth™ observed that cerebral diplegias were 
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due to prematurity which increased the tendency to bleeding. Intra- 
uterine occlusion of blood vessels during labor, he stated, produced 
anoxzmia and serious results in the premature. 

There is, however, a questionable and not altogether acceptable 
explanation in asphyxia, and as a last resort many authors have 
fallen back upon some prenatal condition which cannot be ascer- 
tained. Freud” stated that all diplegias dating from birth really 
have their pathological origin long before birth, in intra-uterine 
life, and are in no manner connected with the factor of birth. He 
expressed the view that neither prematurity, precipitate, prolonged 
or instrumental labor, nor asphyxia or post-natal convulsions could 
be held etiologically responsible. A defect in germ plasm or hered- 
itary influences have been put forward by some writers. Paskind * 
observed spastic paraplegia, epilepsy and idiocy in three brothers 
aged 9, 8 and 6 respectively. Pregnancy and labor were normal 
in all three instances and all were noted to be rigid soon after birth. 
Wilson and Wolfsohn ™ have reported cerebral diplegia and feeble- 
mindedness in a pair of identical twins, with one instance on the 
paternal side of probable diplegia. The twins were full term, but 
the character of labor was not mentioned. Pierson” in discussion 
of Cornwalls’ paper on the “ Neurologic Aspects of Injuries at 
Birth ” remarked that in his opinion the most important develop- 
mental defects of the central nervous system are not injuries 
caused at delivery, but are either defects of the germ plasm or the 
effect of the environment on the growing embryo in the uterus. 
Several other instances of cerebral birth conditions occurring in 
two or more members of the same family have been reported by 
Matthews and McDade.” 


SuM MARY. 


It has been maintained in a previous work that many of the 
cerebral birth conditions are primarily due to failure of develop- 
ment of the brain, particularly in the realm of miyelinization. 
Further evidence of this is brought out in a study of 30 infant 
brains, both premature and term. Here were found punctate and 
large hemorrhages in the subependymal region involving the matrix 
area, causing destruction of and interference with spongioblasts 
which would eventually be concerned in the deposit of myelin by 
virtue of their development into oliogodendroglia. The factor of 
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subarachnoid hemorrhage as a cause of these cerebral conditions 
js discounted as compared with the more vital hemorrhage in the 
subependymal region. The cause of these hemorrhages is not clear. 


BIBLIOGRAPHY. 


1. Patten, C. A.: Cerebral Birth Conditions with Special Reference to Cere- 
bral Diplegia. Arch. Neur. and Psych. 25: 453-468. (March, 1931.) 

2. Coghill, G. E.: Anatomy and the Problem of Behaviour. New York, The 
MacMillan Company, 1920. 

3. McSwiney, S. A.: A Case of Intracranial Hemorrhage in a Newly Born 
Child After a Normal and Easy Labor. J. Obst. and Gyn., British 
Empire, 32: 557; 1925. 

4. Sharpe, W. Intracranial Hemorrhage in the New Born. J. A. M. A., 
81: 620-624. (August 25, 1932.) 

5. McNutt, S. J.: Double Infantile Spastic Hemiplegia with Report of a 
Case. Am. J. Obst., 18: 73; 1885. 

6. Ford, F. R., Crothers, B., and Putnam, M. D.: Birth Injuries of the 
Central Nervous System. The Williams and Wilkins Company, 
Baltimore, 1927. 

7. Roberts, H.: J. A. M. A. 85: 500; 1925. 

8. Yippo, Klin Wochschr, 1: 1241; 1922. Zeitschr. f. Kinderkrankh. 38: 32; 
1924. 

9. Warwick, M.: Am. J. Med. So. 158:95; 1919. Am. Jour. Dis. Child. 
21: 448; 1921. 

10. Browne, F. J.: Edinburgh Med. Jour. N. S. 27: 153; 192t. 

1. Raiz: Zentralblatt f. Gynak. 46: 524; 1922. 

12. Brissaud: Traité de Médecine par Chicot, Bouchard et Brissaud, f. VI. 
1894. 

13. Freud, S.: Die Infantile Cerebrallahnung, Vienna, Alfred Holder, 1897. 

14. Little, W. J.: The Nature and Treatment of the Deformities of the Hu- 
man Frame, London, 1853. Also: Trans. Obstretrical Society of 
London, 3: 203-344; 1861. 

15. Hecker, C.: Verhandlungen der Gesellschaft von Geburtskunde. Berlin, 
1853. 

16. Weber, F.: Beitrage zur pathologischen Anatomie der Neugeborenen, 
Kiel, 1951-54. 

17. Merwarth, H. R.: The Role of Arterial Occlusion and Anoxemia in 
the Cause of Cerebral Diplegias. New York State Med. Jour. 29: 
January 1, 1929. 

18. Schwartz, Philip: Erkrankungen des Zentralnervensystems nach trauma- 
tischer Geburtsschadigung. Ztschr. f. d. ges. Neur. u. Pscyh. 90: 
203; 1924. 

19. Rydberg, E.: Cerebral Injury in Newborn Children Consequent on 
Birth Trauma. Copenhagen, Levin and Minksgaard, 1932. 


| 
| 
| 
} 


768 CEREBRAL BIRTH CONDITION: [ Jan, 


20. Alpers, B. J.: Diffuse Progressive Degeneration of the Gray Matter of 
the Cerebrum. Arch. Neur. and Psych. 25: 469-505; 1931. So-called 
Brain Purpura. Arch. Neur. and Psych. 2-20: 497 (September 1928), 

21. Wohlwill, F.: V. Osler. Bibliography sheet. 

22. Ceelen, W.: V. Osler. Bibliography sheet. 

23. del Rio Vortega: P. Tergera Apertacion el Conociomento Morfalogico e 
Interpretacion Funcional de la oligodendroglia. Mem. de la Real Sc. 
Espan. de Hist. Nat. 14:1; 1928. 

24. Tilney, F. and Casamajor, L.: Myelinogeny as Applied to the Study of 
Behavior. Arch. Neurol. and Psych. 1211 (July) 1924. 

25. Flechsig, P.: Meine myelogenetische Hirnlehre mit biographischer Ein- 
leitung, Berlin Julius Spinger, 1927. 

26. Wlassak, R.: Die Herkunft des Myelins. Beitr. z. Physiol. d. Nerve. 
6: 453; 1808. 

27. Tauber, R.: Ein Fall von. Littlescher Krankheit nach Kaiserschnitt. 
Wien Klin, Wochnschr. 35: 499; 1922. 

28. Paskind, H. A.: Familial Cerebral Palsy in Children. Arch. Neur. and 
Psych. 21: 1216; 1929. 

29. Wilson, S. A., and Wolfsohn, J. M.: Organic Nervous Disease in Identi- 
cal Twins. Arch. Neur. and Psych. 21; 485-486; 1920. 

30. Pierson, R. N.: Neurologic Aspects of Injuries at Birth. Arch. Neur. 
and Psych. 20: 430, 1928. 

31. Matthews, R. A., and McDade, R. E.: Neurological Conditions Found 
in Three Hundred and Nine Defective Children. (To be published). 


| 
| 

| 

| 

| 

| 


ACQUIRED HYDROCEPHALUS. 


Report OF Two Cases OccurRING IN ADULTs.* 
By LYDIA B. PIERCE, M. D., WEstBorouGH, Mass. 


Although not extremely common, cases of acquired hydrocepha- 
lus in adults have been reported from time to time. In 1902 Weber * 
described one in a 19 year-old boy, whose brain displayed a local- 
ized ependymitis of the fourth ventricle. Earlier, Whipham’* pub- 
lished an account of a case in a young man who gave a history of a 
soft chancre, and who developed a psychosis with symptoms closely 
resembling those of general paralysis. The experimental work of 
Dandy and Blackfan “ * with animals, together with the studies on 
the origin and absorption of the cerebro-spinal fluid made by 
Cushing, Weed and Wegefarth,’ seem to have clarified most, if not 
all, of the points in connection with the mechanical causes of this 
condition. Dandy and Blackfan have shown that, in some instances, 
there is increased production of the fluid, if one or both of the 
great veins of Galen are constricted at their origin, producing a 
venous stasis in the choroid plexus. The greater number of cases 
are, however, caused by obstruction to the normal circulation of 
the cerebro-spinal fluid, resulting in its accumulation in the ven. 
tricles. Such obstruction may be due to congenital defects, tumors, 
or to an inflammatory reaction which is the result of disease. Both 
cases which I have to present are of the obstruction type. Both 
were adults of middle age, and in each case there was no cranial 
enlargement, nor other external evidence of dilatation of the ven- 
tricles. 

The first case was due to a primary ependymitis, with occlusion 
of the aqueduct of Sylvius. (Plates 27 and 28.) 


Hospital No. 4761—A white woman aged 43. She was committed to the 
Westborough State Hospital in 1917, and was transferred to the Medfield 
State Hospital in 1920, where she remained until her death in 1926. All that 
is known about the family and personal history is what the patient was able 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. 
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to furnish, and her statements were unreliable and contradictory. She enter- 
tained absurd delusions about various people, and her psychosis was diagnosed 
dementia przcox of the paranoid type. The physical examination was nega- 


tive, and Wassermann reactions of both blood and spinal fluid were negative. 
During the first period of her hospital residence she was alert and interested 
in her surroundings. She was able to do simple calculations, and displayed a 
limited knowledge of geography and history. Her mental age was estimated 
to be thirteen years. She gradually deteriorated, and in 1925 is reported to 
have been dull and inactive. She occupied herself with knitting. In October, 
1926, she began to complain of ill-defined pains in the lumbar region which 
were not present when she remained quiet. These increased in severity. Her 
temperature, pulse and respiration were normal. Twenty-three days after the 
lumbar pains were first noted she died suddenly 

Necropsy Report—The body was well nourished and developed. There 
was an early bronchopneumonia and the gall bladder, which was distended 
with thin, clear, almost colorless fluid, contained calculi, one of which was 
impacted in the cystic duct. Other organs were normal. Upon opening the 
calvarium it was found to be of normal size and thickness. The dura mater 
was free, and the pia-arachnoid over the cerebral hemispheres appeared 
normal. The lateral and third ventricles were greatly distended. The fourth 
ventricle was of normal size, and its lining showed the granular appearance 
which is indicative of ependymitis. The septum pellucidum was reduced to 
shreds. Its edges were normally attached to the corpus callosum, fornix and 
choroid tela, and the location of the fifth ventricle could be traced. The corpus 
callosum measured a trifle more than 1 mm. in thickness anteriorly, and 
posteriorly it was translucent. The choroid plexus of the lateral ventricles 
on both sides was large and cystic. The middle commissure was seen as a 
thin thread-like structure extending across the cavity of the third ventricle. 
At the upper end of the aqueduct of Sylvius there was a slight depression 
but no opening. The convolutions of the cerebrum were normally complex, 
and there was no atrophy except that due to pressure 

In the microscopic study, sections were made from various parts of the 
ventricular system, the cortex, and the choroid plexus. The ependyma of all 
of the ventricles presented a picture of inflammatory reaction. This seemed 
to be most severe, and of longer duration, in the third and fourth ventricles, 


and in the aqueduct of Sylvius. The last was completely occluded throughout 
g 


with the exception of two microscopic channels which could not have allowed 


the circulation of any cerebro-spinal fluid. The obstructing tissue consisted of 
a felt work of fibrils, with many neuroglia cells, and what appeared to be 
distorted ependymal cells. These last surrounded what formerly constituted 
the walls of the aqueduct, or were seen in groups, evidently separated from 
the lining by proliferation of the neuroglia. In the fourth ventricle most of 
the ependymal cells were destroyed, and were replaced by a band of tissue 
composed of fine fibrils, with a few neuroglia cells. Underlying this was a 
wide layer of gliosis. A few ependymal cells were preserved, and were seen 
lining several small cavities which were overlaid by the band of tissue 


described above. In the third ventricle near the upper end of the closed aque- 
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duct, the process appeared to be more chronic. The band of scar tissue was 
denser, its cellular elements fewer, and there were fibrillar prolongations 
extending into the nerve tissue. In the sub-ependymal tissue of the third and 
fourth ventricles, there was an increase in the number of neuroglia cells, and 
many were seen clustered about some of the medium sized blood vessels. 
There was also an occasional fibroblast. Sections from the vault of the lateral 
ventricle gave the same picture, but the reaction was less severe, and appar- 
ently of shorter duration. The cortex showed a normal lamination of the 
ganglion cells, but they were rather widely spaced. There was no infiltration 
of the leptomeninges and no evidence of encephalitis. At the base there was 
moderate thickening of the pia, showing a mild inflammatory reaction. There 
were no hemorrhagic areas in the mid-brain. 


In this patient, the inflammatory reaction of the ependyma, to 
some mysterious infectious or toxic agent, was quite as severe, 
but evidently less acute, than that in a case described by Globus 
and Straus,° who found polynuclear and lymphocytic infiltration of 
the blood vessels, with transitional stages in the diseased process. 
It is equally probable that the disease was of shorter duration than 
that of Spiller’s‘ case of complete occlusion of the aqueduct of 
Sylvius in a boy of nineteen, who had complained of headache and 
vomiting one or twice a week from childhood. 

The second case was of the so-called communicating type of 
hydrocephalus. (Plate 29.) 


Hospital No. 16233—A white woman aged 49. Six years previous to her 
death she became a patient at the Westborough State Hospital. The family 
history was unimportant. Her childhood and girlhood were normal. She was 
graduated from grammar school at the age of sixteen, and later went to 
business college, after which she was employed as a bookkeeper for a few 
years. When she entered the hospital she presented a typical group of symp- 
toms, believed that her fellow employees were conspiring against her to secure 
her position, and that she received messages by mental telepathy. A diagnosis 
of dementia precox of the paranoid type was made. A physical examination 
revealed nothing abnormal, and the Wassermann reaction of her blood serum 
was negative. During the six years of her hospital residence she was some- 
times noisy, and always hallucinated. At first she was able to do light work 
and kept herself neatly dressed. Later she deteriorated. Thirty-six hours 
before her death she began having convulsions which lasted twenty-four hours 
and were followed by coma. Her temperature was 102.8 degrees. 

Necropsy Report.—Section showed a moderately hypertrophied heart and 
mild arteriosclerosis, and moderate peribronchial injection in one lung. There 
was no enlargement of the head and the calvarium was of normal thickness. 
The brain weighed 1593 grams. The third and lateral ventricles were dis- 
tended, and in this case the floor of the third ventricle projected into the 
interpeduncular space like a pouch, producing pressure on the optic chiasm. 
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The latter was distorted in shape, and showed degeneration of the nerve 
fibres when stained by the Pal-Weigert method. The fourth ventricle was 
normal in size and the aqueduct of Sylvius was patent. The septum pelly- 
cidum was destroyed. The pia was greatly thickened over the base of the 
brain, and was adherent over the cisterna magna. The choroid plexus was 
large and there were a few cysts. 

In a microscopic study the ependyma was found to be intact. In the fourth 
ventricle and the aqueduct of Sylvius there was a single layer of well-formed 
cells, In the lateral ventricles the sub-ependymal vessels were injected, prob- 
ably as a result of the intense stretching to which the tissue was subjected, 
Sections from the cortex showed the subarachnoid space to be normally pre- 
served. At the base, in many places, there were adhesions, and the pia- 
arachnoid was thick. This was noted in the cisterna magna, over the pons, 
and at the edges of the mid brain. The thickened membrane was made up of 
a network of homogeneous fibres. There were a few scattered lymphocytes 
and a rare plasma cell. In both of these brains the choroid plexus showed a 
fair number of corpora amylacea, and normal appearing ependymal cells, 


This second case was obviously one of those in which internal 
hydrocephalus is produced by interference with absorption of the 
fluid as a result of adhesions which obliterate the cisterne. Most 
writers believe that the cerebro-spinal fluid is produced by the 
choroid plexus. Dandy is of the opinion that absorption takes 
place directly into the capillary network from the entire sub- 
arachnoid space. Weed’s experiments seem to show that the fluid 
is discharged through the arachnoid villi into the great sinuses, 
with an accessory drainage into the lymphatic system. In either 
case there must be free communication between the cisternz and the 
subarachnoid spaces of the cerebrum. Dandy’s experimental pro- 
duction of this type of hydrocephalus in dogs is well known. He 
produced adhesions by introducing a band of gauze saturated with 
iodine around the mesencephalon. Dandy, and later Globus,’ dem- 
onstrated adhesions in cases of hydrocephalus of the communicating 
type, by injecting India ink into the cisterna magna post mortem. 
The ink failed to reach the sulci of the cerebral hemispheres. 

In the case here described the adhesions must have been pro- 
duced by a form of meningitis, or arachnoiditis. There was no 
history of illness. Extensive dilatation of the third ventricle with 
pressure upon the optic chiasm was present for a long enough time 
to produce degeneration of the nerve fibres. As to the duration of 
the ventricular distension in the first case it is of interest to note 
that in Dandy’s experiments, a sudden complete occlusion of the 
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Fic. 1.—Case 1. Section of the brain showing the extent of dilatation of the 
ventricles. 


Fic. 2—Case 1. Vertical section showing occlusion of the aqueduct of Syl- 


vius which is seen as a line passing from the third to the fourth ventricles. 
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Section of the brain showing ventricular dilatation with extreme distension of the third ventricle. 


“f q { 
/ 
1 


| 
| 


1933] LYDIA B. PIERCE 773 


aqueduct of Sylvius produced extensive dilatation in thirty days. 
Spiller thought that in his case occlusion must have been complete 
about six months before the patient’s death. In general, it may 
be said that primary ependymitis constitutes a definite pathological 
entity, though its cause and the means of its transmission are little 
understood. 
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THE IMPORTANCE OF THE SMALL BLOOD VESSELS 
OF THE BRAIN IN PSYCHIATRIC PROBLEMS.* 


By N. W. WINKELMAN, M.D., PHILADELPHIA, 
Neuropathologist, Philadelphia General Hospital; Professor of Neurology, 
Temple University Medical School. 


The study of psychiatry has been greatly advanced within the 
last two decades, but the knowledge of its pathology has not kept 
pace with the clinical and therapeutic progress. It is true that a 
few mental diseases have well recognized pathologic pictures, but 
they are decidedly in the minority. The microscopic picture of 
dementia paralytica is well known to every undergraduate student 
in medicine. Senile dementia and arteriosclerotic brain changes 
can also be recognized pathologically, but the processes in all are 
so wide spread that it is impossible to make an interpretation of 
the mental phenomena from the location of the changes. 

One of the unsolved riddles of psychiatry today concerns the 
basic changes in schizophrenia. There have been four outstanding 
contributions to this subject in the last few years. The first recent 
exhaustive work on this topic was by Josephy.’ Josephy found 
very definite organic changes in the brain of cases of schizophrenia 
and attributed the mental phenomena to these changes. He found, 
in a study of 50 cases, sufficient to convince him that dementia 
precox has a structural basis and concluded as follows: 

(1) That in all cases of dementia precox there are regularly 
observed pathologic changes in the brain, and especially in the cor- 
ex. 

(2) That the changes are not necessarily the same in all cases. 
There was uniformly found fatty degeneration and sclerosis of 
the ganglion cells. In certain cases one saw peculiar focal glial 
proliferations in the cortico-subcortical boundary. In certain cases 
the architecture was disturbed. There occurred focal cell losses, 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 5, 1932. From the wards and 
laboratories of neuropathology of the Philadelphia General Hospital and 
Temple University Medical School. 
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especially in the third cortical layer. These latter cases belonged 
to the deteriorated group. He felt that these changes had a direct 
relation to the psychosis. 

Dunlap’s * work on the same problem was a direct contradiction 
to Josephy’s results. He concluded that there is no structural basis 
for the schizophrenic syndrome, since he could find the same 
changes in apparently normal individuals. 

Spielmyer * himself came to America to reiterate what he had 
already published in German, namely that there is no known 
anatomic or histologic basis discoverable, at the present time, for 
schizophrenia. He warned against confusing the changes that 
result from terminal acute disease. He claimed that he found the 
same small zones free of nerve cells in “‘ undoubtedly normal cases.” 
He even considered the presence of “considerable quantities of 
fat in the glia cells and in the adventitial elements ” within the 
realms of normal. In the discussion, Spielmyer agreed with Orton, 
however, that “ dementia precox is an organic process’; but he 
felt that there was not sufficient evidence “to isolate the process 
and to establish it as an entity.” 

There has recently been published a very detailed study of 
thirteen cases of dementia precox by Bela Hechst.* Here again 
changes were found in the brain which the author felt were sig- 
nificant for the explanation of the mental phenomena. He con- 
cluded that we are able at the present time to classify the schizo- 
phrenic diseases in the group of organic psychoses. There was 
found an “absence of primary mesodermic reaction, but a de- 
generation of the neuronal elements, including sclerosis and fatty 
degeneration in the chronic cases and liquefaction in the acute 
cases, while the glia was primarily injured, so that no gliosis 
occurred at some of the foci of ganglion cell loss.” 

Therefore there is a tendency to swing to the viewpoint that 
schizophrenia has a structural basis. Most writers are cautious 
and claim that modern pathologic diagnosis has not yet advanced 
to the point of being able to establish it as a histologic entity. Our 
own work has definitely led us to the conclusion that there is a 
structural basis for the mental symptoms of schizophrenia. It 
must be stressed, however, that there is no characteristic pathologic 
picture, such as occurs, for example, in dementia paralytica. 
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There is a great deal of evidence, from various sources, to show 
that a change in the mental status of an individual is the result of 
some structural change in the brain. It must be recognized that a 
small lesion can produce temporary clinical manifestations, and 
eventually when the brain has been given sufficient time to adjust 
itself, there may be practically a complete compensation. This is 
not difficult to visualize when one realizes that even where a gross 
lesion of the brain occurs, with resultant hemiplegia, there may be 
a marked clearing of the clinical picture without presupposing a 
complete restitution of brain structure. The brain is capable of a 
degree of compensation that is many times remarkable, and one 
should not feel that the lesion has only been a temporary one. To 
conclude that an angiospasm is the basic process is shutting one’s 
eyes to the known fact that circulatory stoppage for 8 to 10 minutes 
is sufficient to produce ganglion cell death. Were it possible to 
re-establish the circulation at the end of that time, it would still 
not be possible to restore the functioning elements. A case in point 
has already been reported by us. It concerned a man who was in 
the hospital 14 years before, because of a sudden onset of a pure 
motor aphasia. On his second admission it was noted that aside 
from a slight stuttering, his speech was in no way abnormal. 
At death we found an excavated lesion taking in practically the 
entire Broca area. One must always keep in mind that while this 
ability on the part of the brain to compensate for destructive lesions 
is tremendous, a point can be reached where such compensation 
is impossible. We see, very frequently, patients who have throm- 
botic areas in the brain without mental deterioration. There comes 
a time, however, when the foci become so numerous that deteriora- 
tion occurs. It must be stressed, at this point, that when an ex- 
panding lesion of the brain is present, the symptoms that result 
differ markedly. It is not possible to compare the symptoms of 
the brain tumor in a certain area with those of softening in the 
same place, because with an expansile lesion the question of a 
general intracranial pressure, and therefore a general disturbance 
in the circulation of the entire brain, must be taken into account. 
It is for this reason that the mental symptoms, occurring in the 
course of brain tumor, will have no bearing on the problem that 
we are discussing. 
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The general effect of circulatory disturbance in the brain is very 
easily recognized when we visualize what happens in a patient with 
a severe cardiac decompensation. The so-called cardiac psychosis 
is a name given to the mental picture which so often results. With 
the re-establishment of the normal functions of the cardiac muscu- 
lature, the patient’s mental condition improves, many times to 
normal. The effect of a general increase of intracranial pressure 
is another means of showing the result of a circulatory defect. 
All of us have seen the change which occurs in a patient with an 
increase of intracranial pressure, after spinal drainage and brain 
dehydration. For example, the patient may be lethargic, and even 
markedly stuporous until drainage is accomplished, when there is 
a marked clearing of the mental picture. It therefore becomes 
necessary, in the problem of a psychosis, to consider it from the 
viewpoint of circulation and intracranial pressure. 

The effect of a stoppage of respiration and therefore a decrease 
or temporary absence of oxygen to the brain, was well illustrated 
in a patient who was undergoing a comparatively short operation 
for a pelvic condition. She stopped breathing for about 5 to 7 
minutes with her circulation active. Artificial respiration was re- 
sorted to and respiration established. The patient, however, never 
completely regained her mentality. While not unconscious, she did 
not understand what was said to her, nor was she able to talk. 
After about a week, she died. Microscopic examination of the 
brain revealed a most intense ichemic death of nearly all ganglion 
cells. A change as extensive as was seen in this case does not often 
occur, but there are numerous examples in which focal changes of 
this sort are to be found. One of the theories for the production 
of the infantile cerebral diplegias is anoxemia at the time of birth. 
That an anoxemia of 5 or 10 minutes can produce profound changes 
in the brain is certainly proven beyond doubt. 

In 1904 there was reported by Nissl* and Alzheimer’ a group 
of cases in which during the course of a syphilitic involvement of 
the brain, mental symptoms occurred, which resembled, at times 
to a remarkable degree those seen in schizophrenia. To this con- 
dition the name of endarteritis syphilitica of the cortex was given. 
In this condition there is found a primary change in the small 
capillaries of the cortex, as a result of which, there is swelling and 
proliferation of the lining cells, with secondary changes in the 
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brain substance. These changes consist of universal mild ganglion 
cell degeneration with secondary gliosis, with the production of 
minute acellular areas, ischemic in nature, the result of focal 
anoxemia. 

With this picture in mind, there came to autopsy in 1926, a 
case of a little girl of about 6, whose family were wretchedly poor 
and depended for some of their food stuffs on the kindness of their 
neighbors. They were given some hamburger meat by one of the 
neighbors. All the members who ate the meat became violently 
ill a few hours later, and they all died, from what was thought 
to be a severe ptomain poisoning. The little girl whose brain I 
had the opportunity of examining, came to the Philadelphia General 
Hospital, wildly delirious, with occasional convulsions, and died 
a few days after admission. Her brain showed a change that could 
be mistaken quite easily for endarteritis syphilitica of the small 
vessels. There were, in addition to the tremendous swelling and 
proliferation of the capillaries and edema, numerous areas of 
Verédung (acellular areas) scattered throughout the entire brain 
substance, entirely similar to syphilic endarteritis. A picture as 
marked as this I had not then seen, except as the result of syph- 
ilitic involvement. From then on my attention was concentrated on 
the study of brains of patients who died during acute infectious 
and toxic conditions, and I was surprised to find that the more one 
studied the brains of these cases, the more likely was he to find 
the same type of change as in syphilitic endarteritis of the small 
vessels, varying in degree according to the severity of the infection 
or toxemia. These findings probably explain in great measure 
the mental phenomena and the convulsions which occur very fre- 
quently in acute infections and toxemias. The fact that the de- 
lirium, no matter how severe, can disappear and the patient be 
completely well, fits in with the fact that the changes in the small 
blood vessels are transitory and the acellular areas, if present, 
are so small and scattered that complete compensation takes place. 
It must not be overlooked, however, that any infection, especially 
if prolonged, can be the starting point for a permanent change in 
the small blood vessels. This holds particularly for hyalinization 
of the small vessels, which is not an infrequent sequel of acute en- 
darteritis of these vessels. 
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A further link in the chain was a case which had not impressed 
itself on me at the time that it came to autopsy (1922) because | 
did not then understand the significance of the pathologic process, 
This patient was a comparatively young woman who died, towards 
the end of a severe attack of typhoid fever. She had shown a 
mental disturbance that could not be entirely attributed to the 
hyperpyrexia, because of the fact that the fever was not unusually 
high. There was a resemblance, although superficial, to schizo- 
phrenia. At autopsy there was found a severe endarteritis of 
the small vessels with occasional areas of loss of ganglion cells 
and a visible effort at repair throughout the entire cortex, par- 
ticularly in the frontal lobes. The importance of this case was not 
impressed upon me until several years later, when I had occasion 
to see a patient clinically whose mental picture was strongly that 
of schizophrenia. The history in this case was that the mental 
abnormalities had begun shortly after an attack of typhoid fever. 
She had been carefully studied in a New York hospital and a 
diagnosis of typhoid established beyond doubt, and she had the 
vascular phenomena that we sometimes see as after results in 
this condition. This patient was removed to a hospital where study 
has shown that while the psychosis resembled schizophrenia, it was 
probably post-typhoidal. This patient is still living, but one can very 
readily imagine that in the brain of this girl the changes are similar 
to those which we saw in our original case of typhoidal psychosis. 

The next phase of the subject, that has a bearing on this problem, 
was brought home to me in 1930, in a very interesting case. One 
of the questions that I had to answer was: Why, if an endarte- 
ritis and secondary acellular foci occur in the acute infections and 
toxemias—and all of us have gone through conditions of that 
sort—why is the person ever restored to normal? We had known 
for a long time that a patient can suffer numerous areas of soften- 
ing, such as very commonly occur in arteriosclerosis of the small 
blood vessels, and still show little or no deterioration. But the 
case that made a marked impression upon us was that of a young 
boy who came into the Philadelphia General Hospital because of 
signs and symptoms pointing to an acute meningococcic meningitis. 
The resident staff recognized the condition immediately and treat- 
ment was given within an hour after the patient came into the 
hospital. As the result the patient made a complete recovery from 
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his meningitic symptoms. He remained well about seven days and 
then developed bronchopneumonia, from which he died. This 
brain showed a practically complete restoration of the meninges 
to normal with only a very mild fibrosis remaining. The important 
fact, however, in the study of this case was the finding of the 
remains of a former endarteritic process and the presence of areas 
of Verddung (acellular areas) which were few in number, but 
scattered throughout the entire cerebral cortex. We are told that 
the after results from acute meningococcic meningitis are relatively 
infrequent, but we know that occasional severe mental and neuro- 
logical symptoms occur. In our patient there were no clinical 
cerebral symptoms in the interval between the time of the recovery 
and the time of death, and had the patient lived, I doubt if the 
most intense clinical investigation would have disclosed any mental 
abnormality of the patient. Yet, scattered throughout the brain 
were focal areas where the ganglion cells had completely disap- 
peared. These, of course, were not large, nor were they numerous. 
With this for evidence, that areas of this sort can occur without 
clinical manifestations, it is possible that very few individuals 
go through a severe infection or toxemia without having small 
scars in their brains which, because of their size, produce no symp- 
toms at all. 

The next chapter in this problem concerns a study which is still 
going on in regard to the brain changes occurring in the course 
of the various forms of vascular hypertension. Mental symptoms 
are not uncommon in hypertension, and the changes that we have 
found in the brain are sufficient to account for them. In these 
cases the blood vessels show a marked endarteritis and very fre- 
quently secondary thickening and hyalinization of the media. 
Throughout the brain one finds small scars in various stages and 
it is not very difficult to imagine that early in the condition, an 
endarteritis was the basic change. At first the patient may show 
no mental phenomena, but as the disease progresses and more and 
more of these areas result, we get a group of mental symptoms 
that the clinician speaks of as hypertensive encephalopathy. A de- 
tailed study of this interesting process will be reported shortly. 

The question of the location of these lesions comes up at this 
time. It is certainly true that the more the frontal lobe is involved, 
the more likely will mental symptoms be present. There are, 
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however, two other regions of the brain that must be carefully 
studied, one is the corpus callosum, and the other is the parieto- 
temporal area. To those who have had occasion to study cases 
of gross lesions of the corpus callosum, it is at once evident that 
severe mental deterioration can result. The parieto-temporal area 
has not been as carefully studied as it merits, because of the known 
mental symptoms from gross involvement. 

There is another factor that comes into discussion at this point, 
Many times we have occasion to study the sections from patients 
who have shown very severe mental deterioration as the result 
of atherosclerosis. Unless one takes the trouble to study large 
areas of the brain, and is able to compare them with normal prep- 
arations, which we should keep in mind at all times, it may not be 
possible to determine that there is a loss of ganglion cells. To put 
it grossly, we might compare the cortex to an army in which there 
are five thousand soldiers to a certain area. The loss of even four 
or five hundred of these soldiers would probably not be noticed, 
unless extreme care were taken to visualize the entire field. It thus 
happens that in the cortex, ganglion cells are so numerous that 
the loss of Io per cent of them, or even more, very often escapes 
notice. 

There is yet another factor: It is impossible to estimate the 
integrity of the cortex by the study of one or even a few areas. 
In order to really determine the condition of the cortex, many 
sections must be thoroughly studied and compared with normal 
preparations. 

In lead poisoning also, we have been able to find a rather inten- 
sive endarteritis of the small vessels as well as focal areas of 
cell loss, and in the milder cases, focal areas of cell disease. In 
these cases there is clinically a mental disturbance simulating an 
organic psychosis, associated with a considerable deterioration, 
to which the name of lead encephalopathy has been given. In the 
chronic cases, under the microscope, while we see the results of 
the focal cell losses, still the acute evidences of the endarteritis 
may have so completely disappeared that not a single trace of the 
process remains. It is rather important to realize that the time of 
the examination of the brain determines in great measure the 
pathology that is present. It is well known that during the acute 
inflammatory stage of paresis there is a very severe gliosis as one 
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of the important histologic signs. With the onset of a remission 
as the result of treatment or even spontaneously, the so-called 
gliosis disappears and even the endarteritic manifestations either 
recede or completely disappear. One notes a marked reduction 
in the number of spider cells during the period of remission, but 
still no one denies that a macroglia increase had been present 
during the acute stage of the disease. So it is with the endarteritic 
process. During the height of the clinical manifestations, an 
endarteritis of the small cortical vessels is a common if not uni- 
yersal accompaniment. In the remission stage, however, the swol- 
len lining cells of the vessels may be so contracted that they are 
no longer recognizable as pathological, and even the increase 
in new vessels cannot be recognized except by special staining 
methods. 

The problem of the disappearance of the acute manifestations 
of a disease process, during the clinical stage, must be kept in 
mind in the interpretation of cases that have lasted for months and 
for years in cases of schizophrenia. It is extremely difficult, at 
times, to visualize in an old case of any sort, what the picture 
in the brain had been at the height of the acute process. For this 
reason the value of the study of the early cases becomes apparent. 


COMMENT. 


The question of the pathologic picture of schizophrenia has 
much more than a theoretic importance. An effort has been made, 
in this presentation, to show that various bodily diseases can affect 
the brain in such a manner that various abnormal mental phe- 
nomena can result. It has been felt by many, that the symptoms 
of schizophrenia result from some toxic condition occurring some- 
where in the body. Menninger“ has analyzed his own cases, and 
quoted numerous instances from the literature, where an acute 
infective disease has precipitated the onset of the adolescent psy- 
chosis. If this be true, then we have definite indications for the 
treatment. It must be realized, however, that just as trauma, 
so can an acute infection act as the precipitating factor in a brain 
with a schizophrenic tendency.. McCarthy has felt, in his treat- 
ment of early cases of schizophrenia, that he was able to achieve 
a good result by eradication of all foci of infection. These factors 
would certainly even fit in with the well-known clinical fact that 
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the syndrome of schizophrenia occurs predominently in persons 
with the so-called schizoid make-up. It is well recognized that 
there is a schizoid trend where the personality is of the shut-in 
type. Still it must be realized that not all people with this person- 
ality develop a schizophrenic psychosis, unless there is a definite 
precipitating factor. 

There is another angle to the problem, which must be con- 
sidered. In patients with a so-called schizoid personality, the 
occurrence of any other psychosis in that patient, will have a 
schizophrenic coloring. All of us have had occasion to see patients 
with paresis, whose clinical manifestations bore a remarkable re- 
semblance to dementia precox, while other patients with paresis 
will show the manic or depressive types of reaction. 

One must always remember, in looking at the microscopic 
sections of a case, that it is impossible to recognize from these 
sections the mental and physical make-up of the individual from 
whom they came. Just as individuals differ as regards their 
reaction to alcohol, so they also differ in the symptoms resulting 
from the various infections and toxemias of the body. It would 
be just as correct to state that one-half a pint of spiritus frumenti 
will produce, in every individual, intoxication, as it is to state 
that the same mental symptoms will result from any given poison 
or infection. One must, therefore, know the basic make-up of 
the individual or his personality in order to determine the type of 
reaction which will occur under the various stresses and strains. 
Even the chemist in the laboratory wants to know what food a 
patient is eating, in the interpretation of a simple chemical test, 
such as a blood sugar. Why, therefore, should we be willing to 
neglect a most important factor—the personality—in the interpreta- 
tion of the mental symptomatology of our patients? 

In the cases presented in this contribution, attention has been 
directed mainly to two types of tissue reaction. The first is the 
change in the small blood vessels, whereby the cells become swol- 
len, and so narrow the lumina of the blood vessels concerned, that 
an anoxemia of varying degree results. This particular process 
can be actually visualized under the microscope during the height 
of the acute disease. It is true that when the brain is examined 
after the acute manifestations have disappeared, the blood vessel 
change has so receded that it is no longer possible to recognize it 
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under the microscope. When the infection is a continuous one, 
as in the endarteritis of syphilis, the vascular change is one which 
can be visualized at any stage of the disease. For this reason, there 
has been a great deal of doubt as to the actual occurrence of the 
endarteritic change. The Spielmeyer school has concentrated their 
attention, within the last few years, on this phase of neuro- 
pathology. They have felt, because they have not been able to 
visualize the process under the microscope, at the time of their 
examination, that the obstruction to the blood supply has been a 
temporary and functional one, and that angiospasm has been the 
responsible factor. One dare not dismiss the subject of angiospasm 
too lightly, in view of the fact that nerve filaments have now 
been traced into the blood vessels of the brain. The work of the 
Harvard School, of direct visualization of changes in the blood 
vascular supply of the brain through an open window, has given 
evidence of change in the caliber of the blood vessels of the men- 
inges under various conditions. The conclusions, however, of 
Cobb,* that Hill’s statement, strictly speaking, still holds that there 
is no evidence of a causation of cerebral anemia by spasm of the 
cerebral vessels. Cobb himself felt that real obliterating angio- 
spasm has only been experimentally observed when vessels are 
strongly and locally stimulated under non-physiologic conditions. 
To attribute temporary clinical phenomena to vessel spasm is cer- 
tainly without firm foundation, when it is realized that whatever 
obstructs the blood supply for as long as 15 minutes, will occasion 
death of the parts supplied. The recovery of a paralysis in the 
course of 24 or 48 hours should certainly not be attributed to the 
re-establishment of the circulation, because the functioning ele- 
ments have been destroyed within the first 15 minutes of the 
anemia. Is it not more likely that a small lesion has resulted, from 
which the brain has been able to make a rapid adjustment? To 
conceive that a large sclerotic vessel can become spastic for 24 
hours or longer and then open, with complete revival of the func- 
tional elements seems to me unreasonable. 

The condition of edema in the brain must be carefully distin- 
guished from that of increased cerebrospinal fluid in the ventricle 
or in the subarachnoid space, or both. It is possible to have a brain 
so swollen that it fits into the brain case so tightly that the convolu- 
tions are flattened and the sulci practically obliterated without an 
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increase in spinal fluid, and even without much increase of spinal 
fluid pressure. This is the type of edema which one sees in vari- 
ous conditions, particularly when there is infection somewhere in 
the body. It has been taught, for a long time, that this type of 
edema is much more readily recognized grossly than microscopi- 
cally, but this is not entirely true. When one compares the sections 
from a brain that is intensely edematous with those of a normal 
brain, there is noted a definite difference which is easily recogniza- 
ble under the microscope. In the edematous brain there are widely 
dilated spaces around the blood vessels in the areas that have been 
known as the perivascular spaces of His. These were formerly 
considered artifacts, but in the sections fixed in graded alcohols and 
embedded in celloidin the presence of these spaces means edema. 
There may be, in addition, definite spaces around the ganglion cells, 
and when marked, the ganglion cells appear to float in little pools of 
fluid. It is this type of edema of the brain substance itself which 
cannot be relieved by spinal puncture and must be reduced through 
hypertonic solutions in the blood stream. When one studies the 
cellular morphology in cases of this sort, where the edema has 
been severe, it is not infrequent to find a tendency to an ischemic 
change in the ganglion cells. The lining cells of the small capillaries 
will also partake of the intense edema and many times show a 
swelling that is proportionate to the generalized swelling of the 
entire brain tissues. 

One can very easily visualize the permanent damage that can 
take place if an edema of this sort is allowed to remain for a long 
time. We can also visualize what may take place from milder 
grades of edema, provoked through mild systemic infections. This 
may be the explanation of the effect of focal infections on the 
brain, especially if continued over a long period of time. It may 
be the explanation for the mental symptoms that occur in the 
course of any acute infection. 

While the direct action of the poison or infection on the ganglion 
cells themsleves must be considered in many conditions, such as 
lead poisoning, the ganglion cell picture is not a uniform one. 
It is well known that the cloudy swelling which occurs in any 
organ in the course of an infection or intoxication, is a uniform 
process, but the changes which are present in lead poisoning are 
focal in nature. All the changes which have thus far been described 
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in schizophrenia have not been a uniform involvement of the brain 
structure, but they were similar to what we have seen in lead 
poisoning. It is, therefore, possible that whatever is producing 
the effect on the brain in dementia precox, may act first on the 
plood vessels and secondarily on the parenchyma through anoxemia. 

The Vogts,’ long ago, called attention to the slight retraction of 
the margins of the cortex as the result of minute areas of ganglion 
cell loss, directly beneath, even in the deeper layers. This is a 
very valuable guide in the study of cases of this sort, that have 
been carefully fixed in the lower grades of alcohol and gradually 
dehydrated and imbedded in celloidin. In cases of dementia pre- 
cox, one finds the cortical retractions quite a common feature 
and unless one is careful, it serves to conceal the focal losses of 
ganglion cells. 


CONCLUSIONS. 


1. The histologic processes responsible for mental abnormalities 
demand a study of the brain during the acute manifestations. 

2. The brain changes in the various toxic and infective deliria 
tend to throw light on the problem of the mechanism of mental 
phenomena. 

3. Brain changes in chronic processes, such as those due to 
lead, hypertension, and arteriosclerosis, will aid in obtaining a 
clearer concept of the physiology of the cortex. 

4. In order to completely evaluate the changes in the brain, they 
must be studied in conjunction with the personality of the indi- 
vidual from whom it came. 

5. Just as different mental reactions can occur in dementia 
paralytica, depending on the basic personality of the individual, 
so in other mental diseases the same variability prevails and for 
the same reason. 
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LOCALIZATION OF CONSCIOUSNESS AND 
EMOTION.* 


By LELAND B. ALFORD, M.D., St. Louts. 


It is not often that an attempt is made to observe the effect of 
yarious focal brain lesions on psychological faculties or more 
accurately what seem to be the physiological counterparts of such 
faculties ; although before the event there is obviously a possibility 
of throwing some light on their nature and localization. Somewhat 
over two years ago I became interested in observing the effects 
on consciousness and emotion of vascular and neoplastic disorders 
of different parts of the brain, encountered in private and clinic 
practice. While the data must be regarded as imcomplete and any 
conclusions as more or less tentative, still 1 feel that as it stands 
the evidence points to some interesting revelations. 

There is no particular reason for linking consciousness and 
emotion in one study—although in the beginning it was thought 
there might be—excepting that they are two outstanding mental 
faculties and that both can be examined at the same time, each 
case thus being made to do double duty. Limiting observations to 
one or two faculties has an obvious advantage over attempting to 
appraise mentality as a whole, which is the usual procedure. 

In order to reduce complicating factors cases were eliminated 
that were in the stage of shock or high intracranial pressure, and 
those that had syphilis or were suffering from multiple lesions. 
Also excluded were conditions in children and those having arisen 
in childhood, because these were found to be unreliable for a 
number of reasons: the resulting emotional disturbances are highly 
confusing, and probably also the secondary structural changes 
induced in the immature brain are marked and widespread. On the 
other hand, alterations occurring in the mature brain and mind are 
much more clear cut and can often be compared with what existed 
beforehand. In a certain proportion of cases the location and 
extent of the lesion were verified at autopsy, operation or both; 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30—-June 3, 1932. 
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but in a majority of instances had to be inferred from the neuro- 
logical findings. This contingency is not very satisfactory, but only 
one who has tried it will realize how many slips can occur in the 
course of finding just the case wanted, observing it for a sufficient 
period, having the patient succumb, obtaining an autopsy and find- 
ing an instructive pathology. I have twice had the experience of 
finding the rare case of mental confusion probably due to a small 
lesion and then having permission for autopsy flatly refused by rela- 
tives. The advantage enjoyed by the neurological surgeon in this 
respect is obvious, and in reaching conclusions | have drawn heavily 
on the reports of Dandy whose massive extirpations amount to 
experiments. 

In practically all cases of brain destruction even after a lapse 
of time there is some general interference with mental function due 
to nervous instability and tension, diminished attention and uncer- 
tain memory. Allowance must be made for these when one is look- 
ing for the selective, obtrusive, independent effects produced by 
interference with special functions. After a little experience one 
learns to make the distinction between the two types of reaction. 


CONSCIOUSNESS. 

The criterion chosen for consciousness was the ordinary psy- 
chiatric one, namely, a state of “ awareness” or alertness to sur- 
roundings. Disturbance of consciousness is shown by “ confusion” 
and disorientation. This limitation of the criterion both simplifies 
observation and eliminates controversy over what is included under 
the more extensive conceptions of psychologists and philosophers. 
For the sake of interest, however, one hopes there are affiliations 
between the two viewpoints. I have tested and retested the validity 
of this criterion during these two years and have found it work- 
able and essentially accurate. 

The observations on consciousness may be summarized by groups 
as follows: 

First: It early became apparent that in many lesions of the brain, 
consciousness, i. ¢., awareness, could not reasonably be considered 
to have suffered. It also appeared that generally consciousness 
was definitely affected or not affected—that is to say there was no 
gradual shading off in its quality depending on the extent or 


| 


1933 | LELAND B. ALFORD 791 


location of the brain lesion (excepting in the right hemiplegias). 
One might quibble over whether the patient in pain or paralyzed is 
as alert as the healthy person on his toes but as long as it functions 
adequately consciousness must be accepted as being whole and nor- 
mal. The few cases encountered where the state of consciousness 
remained in doubt had to be excluded from study. 

If these impressions be valid, then certain areas of the brain are 
more concerned with consciousness than others, in other words 
consciousness is localizable. 

Second: A definite difference between the two hemispheres of 
the brain was found to exist with regard to the effects of lesions, 
whether in acute conditions of shock and high intracranial pres- 
sure or in later stationary stages of disorders. (Naturally shock 
and pressure are transmitted through the same hemisphere more 
readily than across to the opposite one. ) 

Investigators have long known about the localization of the 
speech mechanism in one hemisphere but have uniformly neglected 
to consider the possibility that other mental functions may be simi- 
larly lateralized. They have been notoriously careless in designat- 
ing the side of the lesion, the patient’s right- or left-handedness 
and the relation of these to symptoms; and we are unable to learn 
from text books whether, for instance, the thalamic syndrome and 
visual memory are the same for both sides or not. Consequently 
a considerable burden of proof rests on an investigation such as 
this which seems to show an extensive difference between the two 
hemispheres. 

No disturbance of mentality was evident in a large right frontal 
glioma that had infiltrated widely through the base, before pressure 
became high and after it was relieved by decompression. Similarly 
two gliomas of the right occipital region were without effect. In 
three cases Dandy removed the entire right cortex down to the 
basal ganglia and studied the patient afterwards, to discover no 
limitation of mentality. (Even a surgeon could not overlook con- 
fusion of any degree of severity.) Dandy also found that tying 
the right anterior cerebral artery was harmless but that ligating the 
left, even half way along the corpus callosum, caused complete and 
permanent loss of consciousness. Owing to the possible indirect 
effects of this procedure it demonstrates, I take it, not, as Dandy 
concludes, that consciousness is served by the supply area of this 
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vessel’s terminal branches—which is improbable—but that the left 
half of the brain has more to do with consciousness than the right 
half. 

After seeing in practice a number of cases illustrating the 
point, I combed over the hemiplegias in the St. Louis City Sani- 
tarium and Infirmary, both large institutions. Of 33 case of left 
hemiplegia in right-handed patients not one exhibited confusion of 
consciousness, This remarkable finding contrasted greatly with 
55 cases of right hemiplegia of which 27—practically one-half— 
were more or less confused. I was scarcely prepared to discover 
this high contrast between right and left hemiplegias and cannot 
understand why it has not previously been detected; but I do not 
believe it can be coincidental. As we can assume that a great 
majority of these cases resulted from capsular lesions, the right 
basal region can be cleared of participation in consciousness, 

From these observations, then, we may conclude that the 
right hemisphere, cortex and base, are not concerned with 
consciousness. 

Third: Carrying the investigation to the cortex of the left 
hemisphere, frontal and occipital tumors gave no evident changes 
in their early stages. Also a large endothelioma of the parietal 
region—I believe the largest on record—was treated as epilepsy for 
about seven years by a neurologist and could therefore have shown 
little, if any, disturbance of consciousness. On four different patients 
Dandy removed respectively the frontal lobes, the occipital lobe, 
the occipital and posterior third of the temporal lobe and the 
entire temporal lobe, of the left hemisphere, and could detect no 
lowering of mentality. 

I wish now to refer to the speech zone, as outlined by Head, in 
its relation to consciousness. Lesions here constitute a special case 
and many would hastily conclude that in them confusion exists 
but I believe the other interpretation is reasonable. The patient who 
was studied for a number of weeks had suffered two paralytic 
strokes, first one on the left side of the body and then one on the 
right, the paralysis in both instances entirely clearing up in the 
course of a few hours. But the latter stroke left him with a 
permanent jargon aphasia in which scarcely a recognizable word 
appeared. He would mumble volubly as if with a definite purpose, 
the effect resembling that of listening to an unknown tongue. There 
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was also an apraxia that prevented him from deliberately attending 
to the simplest needs and from obeying such commands as to stick 
out his tongue and touch his nose. 

Yet he could do many things as it were on impulse. He was even 
able to feed himself, if, as it seemed, he started doing so auto- 
matically. If one considers the cortex to be the human component 
of our brains and the base the portion remaining to us from animal 
existence, one could imagine this patient to be left with the impul- 
sive mind of the animal. 

However this may be, he was alert to his surroundings noticing 
most of what occurred about him and comprehending some part of 
it. The entrance of an old friend was greeted with great activity 
of body and his kind of speech and with other evidence of pleasure. 
A command to put out his tongue caused contortions of the face 
and perhaps pressure of the hand against the mouth thus indicating 
that he understood the import. There were even signs of the recog- 
nition of persons whose acquaintance was formed after the onset of 
his trouble, and once he was able to find the name of his stock 
in the market report in the daily paper. 

If awareness pure and simple is the criterion, it would seem 
that consciousness was retained in this patient. Moreover similar 
features were presented by Henry Head’s cases of more localized 
injuries to the speech zone ; indeed we could hardly conceive of his 
tests being possible without retention of consciousness. In this 
case of ours the lesion was not verified, but in another, similar 
case, which was less studied, an operation had been done and a 
vascular degeneration of the cortex found. 

If, then, our reasoning be correct, consciousness does not reside 
in the cortical speech zone and is independent of the cortical func- 
tion of consecutive thought. 

Fourth: Having by means of the various lesions mentioned 
eliminated most of the cortex as the possible seat of consciousness, 
we may now turn to the left base. Here we meet with success, if 
we assume what most writers state, that the great majority of 
permanent complete hemiplegias are due to lesions of the capsular 
neighborhood. It is eminently in the right hemiplegias that perma- 
nent confusion of consciousness is found. Of 55 cases in the 
St. Louis Infirmary and Sanitarium 27 showed some degree of 
confusion. Earlier cases should give a much higher proportion 
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but the mortality among hemiplegias with confusion is high and 
the majority never reach institutions for chronic cases. | naturally 
preferred to study the old cases because in them the effects of 
pressure and edema are reduced to a minimum. As few of the non- 
confused cases had much sensory involvement, it is my impression 
that when the injury is far enough back to involve sensation, 
consciousness begins to be endangered. 

In these cases paralysis, aphasia (or dysarthria) and confusion 
are mixed in all proportions. Paralysis occurs without aphasia or 
confusion, confusion exists without much or any paralysis, aphasia 
(principally of the subcortical type) is found without confusion and 
confusion is associated with marked, slight or no aphasia. There 
was some aphasia in 17 of our 27 cases of confusion, the two 
functions blending into one another so that it may be difficult to 
separate them. But if one keeps these several symptoms in mind, 
it is not often impossible to decide whether confusion is present or 
not. 

Many of the senile confusions show neither paralysis nor aphasia. 
The nature of the causal lesion here is conjectural. I examined one 
such case with only two gross lesions—in the right frontal and left 
anterior temporal regions—neither of which could have caused con- 
fusion, but presenting a widely distributed moth-eaten appearance, 
without convolutional atrophy, due to arterio-sclerosis. The cus- 
tom has perhaps been to assign the confusion in such cases to the 
widespread cortical involvement but in view of our foregoing cases, 
it is more likely that the cause is a microscopic change in a certain 
part of the left base. 

From all the negative and positive evidence, therefore, the con- 
clusion is that since confusion is found only with the focal lesions 
causing right hemiplegia, consciousness is served by an area some- 
where in the left base. One would like to see this verified at 
autopsy by the finding of one small circumscribed lesion but it has 
not been my luck to encounter such a case. 


EMOTION. 


Emotional reactions were followed through this same series of 
cases just as consciousness was. The criterion of specific involve- 
ment was the obtrusive, independent reactions, such as compulsive 
laughing and weeping. But it must be confessed that emotional 
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disturbances are less clear cut and more open to extraneous influ- 
ences than consciousness happens to be. On the one hand, the idea 
of having a brain trouble and of being unable to talk or move freely 
excites the patient, and on the other hand, pain, inactivity and liv- 
ing in an institution tend to subdue reactions. 

The familiar example of emotional involvement due to a brain 
lesion is the forced laughing and weeping exhibited in lesions of 
the optic thalamus, and no finer example of a specific physiological 
effect from a structural injury exists. This seems to be the only 
illustration of such an effect which physiologists know about, but 
most clinicians would doubtless add a few more. For instance the 
behavior disturbance that results in children from encephalitis 
lethargica would probably be regarded as of an emotional nature 
and as due to a limited and selective injury to brain tissue. 
Although these two disturbances are very different in nature they 
may well be regarded as affections of different components of 
emotion as psychologists know it. 

I would mention also an emotional reaction that is frequently 
observable in the Parkinsonian state that follows encephalitis in 
adults. Despite their unfortunate affliction these patients are often 
hopeful and enthusiastic, greeting one with a cheery, if spastic 
smile. This misplaced euphoria, which is faintly suggestive of 
paresis, may be varied by a depressed mood that is more under- 
standable although probably also a specific effect. Here again we 
can assume with some show of reason that the underlying injury 
to the brain is of limited extent. 

Finally, I wish to submit that the frontal lobe syndrome of indif- 
ference, levity, irresponsibility and prankishness may be still 
another emotional disorder of the same kind. The change has been 
variously interpreted as a failure in the higher moral sense and as 
an emotional trouble but with the encephalitic analogies before us, 
the latter interpretation would, I believe, appear the more plausible. 
I am multiplying these examples in order to demonstrate that 
specific emotional effects from organic lesions are not unusual. 

In the various focal injuries that contributed information on 
consciousness, the findings with regard to emotion seemed to run 
nearly parallel to those of the sister function, that is, disorders were 
associated chiefly with lesions of the left base. In the remainder 
of the cases no specific disturbance could be made out. To men- 
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tion the interesting lesion of Head’s speech zone, the patient was 
rather emotional, being occasionally depressed and tearful or 
irritable although mostly lively and interested but his reactions 
were always in proportion to understandable causes. The emo- 
tional variations were therefore thought not to be specific effects, 

Among our cases it was with the right hemiplegias, if anywhere 
that disproportionate emotional responses were found. This find- 
ing became more conspicious when compared to the fine self-control 
and normal reactions of patients with left hemiplegia. Right 
hemiplegics may be restless, unruly, irritable and given to attacks 
of violence. In the early stages they were the patients who were 
delirious and had to be restrained, but the moodiness may remain 
a permanent part of the picture. Of the patients in the City Sani- 
tarium 12 with right hemiplegia exhibited or had previously shown 
definite psychotic symptoms, against only two with left hemiplegia 
who were disturbed early in the course of their illness. From both 
city institutions five cases with lesions of the left hemisphere were 
found that showed the thalamic picture of emotionalism while only 
one with a right sided lesion disclosed an atypical and doubtful 
picture suggesting the same reaction. As the last patient had also 
a speech disturbance, she may have been an instance of Foster 
Kennedy’s “ stock brainedness.” My material is too small to indi- 
cate whether the frontal lobe syndrome arises equally from the two 
hemispheres, and authorities, in so far as they notice the point, 
differ. This evidence concerning the side of the lesion in its bear- 
ing on the emotional state is of course insufficient to be in any 
sense conclusive. 

Confusion enters to becloud the picture in these cases, but as 
confusion and unruliness by no means run parallel, the presence of 
confusion does not make it impossible to decide about emotionalism. 
I have in mind a badly confused patient with right hemiplegia 
who has been a behavior problem for several years; if not handled 
with care he becomes restless and violent. His special nurse dis- 
plays an amusing facility of dealing with his little peculiarities so 
as to keep him pacified. I judge that this patient has emotional dis- 
turbance as well as confusion. 

All the way through the evidence indicates that emotional dis- 
turbance is due to basal injuries. The thalamus is a basal organ and 
we can assume with some confidence that in the two encephalitic 
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syndromes the injury is basal in location. Since Dandy’s exci- 
sions show that the frontal lobe syndrome is not direct in origin, 
we may infer that it arises from indirect vascular and pressure 
effects possibly exerted on the underlying basal nuclei. 

As to the factor of the side affected, I am not afflicted with 
an obsession concerning the dominance of the left hemisphere, for 
Ican see no biological reason why one base should differ from 
the other. If the base is the primitive part of our brains, then there 
should be no difference between the right and left parts. I am 
merely giving the facts impartially as I encountered them and 
they seem at least to justify further attention to this point. 

In conclusion it may be stated that there is some reason to 
believe that specific emotional disturbances arise primarily or 
predominantly from injury to the left basal structures. The point 
requires further investigation and whether it proves to be valid 
or not, I am convinced that the method of observing variations in 
different focal accidents will throw much light on the localization 
and nature of emotion. 


We may now consider some further implications of the fore- 
going observations and deductions. 

Our criterion of consciousness falls far short of the concep- 
tion outlined by psychologists and philosophers with their formu- 
lations of self-recognition, illumination of mental activity and 
thought-stimulating power. The subject is well elucidated in Jones 
and Porteus (Matrix of the Mind, p. 384): 


It is cortical memory which gives to consciousness its peculiarly human 
value. Up to this time we have said very little of consciousness. The term 
itself is commonly used rather vaguely, many people saying that they are 
conscious of something when they really mean that they attend to it. Con- 
sciousness and attention are such closely related aspects of human behavior 
that to some it appears as if they were synonymous. The question which 
naturally arises is whether we can be conscious without attending in some 
degree to something. Without attempting at present to settle the question as 
to whether consciousness and attention are the same thing, we shall continue 
to use both terms. Some psychologists are advocating dropping the former 
altogether. 

Even the lowliest animal with the simplest kind of structure must have at 
least some germ of consciousness but this is almost certain to be no more than 
a sense of aliveness, or flashes of what we may call awareness. But without 
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a cortex and cortical memory there could hardly be any continuity or connec- 
tion between these flashes, no stream of activity or flow of consciousness. We 
have seen that as regards the cells of the external nervous system, a capacity 
for prolonged retention of the effects of stimuli might be of positive disadvan- 
tage but with the building up of a cortex we may have memory added to 
awareness, the forging of the links between experiences so that the individual 
part of the animal is represented, and it begins to have an integrated identity, 
a self. This fusing of past experiences with the present is evidently dependent 
upon the provision of a cortex in which past happenings are in some way 
represented. 


This exposition indicates that like speech and emotion conscious- 
ness may have several components differently located in the brain. 
Some of our patients thought to have normal consciousness may be 
found, with more elaborate learning and reasoning tests, to fall 
short as to this larger consciousness. However, awareness should 
remain a fundamental element in any scheme. 

Another important issue is in how far does the evidence tend 
to establish consciousness and emotion as independent functions. 
Well, they are separable to some extent. In the encephalitic child 
emotion suffers but consciousness escapes, and in the speech zone 
lesion, associated thought is affected while consciousness and emo- 
tion remain. In normal sleep consciousness is abolished, but—as 
we commonly assume, for instance in the case of the traditional 
problem solved overnight—thinking proceeds. When activities of 
the brain are separable in this fashion, we begin to think of them 
as unitary functions. Consciousness, emotion and cortical thought 
may therefore be functions that work alongside of one another and 
perhaps still other functions. 

The conclusion about the basal localization of emotion acquires 
further significance when thought of in relation to the mental 
disorders. The search for a pathology in these has been limited 
almost entirely to the cortex ; whereas if they are primarily emo- 
tional in nature, as they are sometimes thought to be, then the base 
should be investigated. 

As a final word I would again emphasize the preliminary char- 
acter of these observations and deductions. Where so little work 
has been done before, one should be cautious in stating final con- 
clusions. Some of the difficulties in finding suitable cases and pur- 
suing studies even with a large clinical material must now be 
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apparent. Moreover, with all its limitations, I believe it is dem- 
onstrated that the method of following mental faculties through a 
variety of focal lesions of the brain is illuminating and worthy of 
wider use. 


SUMMARY. 


A series of cases exhibiting lesions in different parts of the brain 
were studied for any changes caused in consciousness and emotion 
or what seemed to be the physiological counterparts of these 
faculties. 

In no lesion of the right hemisphere (in hight-handed persons) 
was any consistent disturbance in these two faculties observed. 
Not one of 33 cases of left hemiplegia exhibited confusion and 
only three an equivocal emotional instability. 

Lesions of the frontal, parietal, occipital and temporal lobes on 
the left similarly caused no definite disorder of consciousness and 
emotion. 

In an extensive vascular lesion of Head’s speech zone, despite 
jargon asphasia and apraxia, the patient remained generally well- 
balanced, alert to happenings about him, and capable of appre- 
ciating their general import. Hence the conclusion that emotion 
and consciousness (in the sense of awareness alone) were’ not 
affected and therefore do not reside in this part of the cortex. 

It was eminently in the right hemiplegias, which generally 
arise from left capsular injuries, that definite and permanent eon- 
fusion of consciousness was found (27 out of 55 cases of-old 
hemiplegia). It seems, therefore, that an area somewhere inthe 
left base is concerned with the maintenance of awareness. . 

In these same right hemiplegias and in other lesions that certainly 
or inferentially affect basal structures directly or indirectly were 
found restlessness, irritability, delirium and other forms of insta- 
bility, thus indicating that emotion is localized in the base and 
possibly is confined to the left side. 

All the conclusions are regarded as tentative and subject to 
revision in the light of further evidence. The method of following 
psychological faculties through a series of brain injuries is believed 
to be a useful one and worthy of wider employment. 
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ENCEPHALOGRAPHIC STUDIES IN SCHIZOPHRENIA 
(DEMENTIA PRAECOX).* 


REPORT OF SIXTy CASES.{ 


By MATTHEW T. MOORE, M.D., DAVID NATHAN, M.D., 
Neurological Service, Temple University School of Medicine and Hospital, 
Philadelphia, 

AND 
ANNIE R. ELLIOTT, M.D., CHARLES LAUBACH, M.D., 
State Hospital, Norristown, Pennsylvania. 


The problem of schizophrenia has been a perplexing one, not only 
to the psychiatrist, but probably more so to the neuro-pathologist 
who is ever on the alert to attribute nervous and mental diseases 
to some definite pathologic entity. The progress of medical science 
has been in the trend towards attributing somatic and mental dis- 
eases to some definite organic pathologic process. The history of the 
development of the study of mental diseases has been one in which 
superstition, fanciful and fantastic ideas concerning the causation 
of mental aberration have gradually passed from the limbo of 
metaphysics and philosophic lore to the concrete demonstrable 
domain of organic pathology; thus paresis was placed upon a 
definite organic basis with the discovery of the treponema pallidum 
in the cortex and a histologic picture characteristic of the disease. 

The array of attack has been kaleidoscopic as viewed from the 
genetic, morphologic, histo-pathologic, physio- and biochemical 
approach of such workers as Mott, Southard, Spielmeyer, Ban- 
croft, Ludlum and numerous others. The study of the gross and 
histologic pathology of dead brain tissue has thus far yielded no 
conclusive evidence which invariably obtains in all cases of 
schizophrenia. 


*Read at the cighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 31—June 3, 1932. 

} From the State Hospital at Norristown, Pennsylvania. 

We wish to acknowledge our indebtedness to the Board of Trustees of the 
State Hospital at Norristown for providing the facilities necessary to carry 
on this work, and to express our appreciation for the cooperation extended by 


Dr. S. M. Miller and his staff. 
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The purpose of this investigation has been to utilize a safe 
method whereby such pathologic changes, that may be present in 
the brains of schizophrenics, can be demonstrated in the living 
subject. Encephalography, preeminently answers this purpose, 

Encephalography enables one to visualize the ventricular, gis- 
ternal and cortical architecture in the living individual, and to deter- 
mine deviations from the normal pattern. It affords a medium of 
ante-mortem study in early, moderately advanced and advaneed 
cases of schizophrenia, with varying degrees of deterioration, 
whereas post mortem findings must of necessity take into con. 
sideration the time factor and its implications as regards pathologie 
changes. It is interesting to note that in paresis Ebaugh et al! 
and Ginzberg,” have demonstrated in their encephalographic find- 
ings changes in the cortical architecture which are almost exelu- 
sively characteristic of the disease. Indeed, Ginzberg goes so far 
as to state that by the encephalographic picture he is able to diag- 
nose paresis and to a certain degree the extent of the condition, 

Fay,” * Notkin,” Bingel,” Meyer,” and Friedman,” have shown 
certain characteristic changes in the encephalograms of epileptics 
indicating cortical pathology of an atrophic variety. 

The technique of encephalography has progressed, and become 
more definitive in the conclusions drawn since the inception of 
cerebral pneumography, so that at present more minute changes can 
be demonstrated that formerly escaped attention. The contribu- 
tions of Dandy,” * Bingel,” Woods,” Liberson,” Fay,” Pancoast,* 
Pendergrass,” ~ and a host of others, have placed encephalography™ 
upon a safe clinical basis for the proper evaluation and interpreta: 
tion of living cerebral pathology. 

This series of encephalographic studies covers sixty cases of 
verified schizophrenia including the simple, hebephrenic, paranoid 
and catatonic types. There were 49 females and 11 males in this 
group ranging from 17 to 47 years of age. Each patient has been 


studied under the following headings: age, sex, married or single 


race, duration of psychotic episode since onset of first symptom, © 


duration in hospital, remissions, hallucinations, delusions, mang 
nerisms, nutrition and constitutional state, family history and dey 


gree of deterioration. In order to arrive at conclusions which might® 
prove of value in determining a possible organic background tom 
schizophrenia and to eliminate any factors which might in any waj 
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ENCEPHALOGRAPHIC FINDINGS REMARKS 
Lat: Marked cortical atrophy, particulerly over parietal lobes sli improvenen 
A-P: Island of Reil prominent bilaterally, especially on left. 
Dilitation of Cisternea Venae Magnae “ercbri, Ventricles not filled. 


Lat: No air over vertex. Inoreased supracallosal ai Few dileted No change 
channels over areas. Ventritles and basal 

cisternae slightly increased in size. A-P: Island of Reil 

prominent bileterally. 


Let: Areas of obliteration of air markings over vertex. The few air 
channels present are dilated, particularly over parietal lobe. A = P: 
No air over cortex. Lateral, 3rd and 4th ventricles dileted. Island 
of Reil prominent bilaterally. . 


Let: Air markings few in number but dilated over the pre-central area 
Right ventricle not filled. Left lateral ventricle partially filled. 
A -P: Increased supracallosal air. No air over cortex. Areas of 
obliteration of air markings over vertex, 


Lateral and A - P: Air markings diminished in number but those present 
over the parieto-occipitel area are dilated. Ventricles and basal Sene thyroid dyefunetion, 
cisternae normal in size and contour, 


Lat: Marked fronto-perietal lobe atrophy, perticulerly in perietal Jove 
with areas of leking. A - P: Marked atrophy Dileterally, Island o Slight improvement. 
Reil prominent bilaterally. 


Let: Moderately advanced fronto-parietal lobe atrophy with leking in 
the parietal area. Ventricles and basal cisternae : 
Moderately advanceé atrophy bilaterally. Island of Reil prominent 
bileterally, more on left. 


Some endocrine dysfunction. 


Let: Increased air markings throughout. Subdural air over frontal 
area near the vertex. Ventricles incompletely filled. Basel cisternee 
normal. A - P: Subdural air over the right vertex. Sulei with*eir 
dileted. Island of Reil prominent bileaterelly. 


Lat: Paucity of air markings. Those present in the fronto-perietal 
area are dilated, particulerly over the perieteal lobe. A-P: Dilated 
chennels. Island of Reil prominent bileterally. 


Let: Wo air over cortex. Lateral ventricles increased in size. Besal 
cisternae somewhet increased in size. A- P: No air over cortex. 
Ventricles increased in size. Island of Reil prominent bileterelly. 


Lat: The few air markings present are increased in size, especielly 

over the perietel area. Ventricles and basal cisternae ere top normel. ‘7 
A-P: Air markings increased in size leterally. Islend of Feil 

prominent bileterally. 


Let: The eir markings ere dilated over the cortex, mrticulerly in the 

perieto-occipital areas. Ventricles and basal cisternae slightly 

increased in size. A- P: The air markings are a4 dilated through- 
y 


Some endocrine manifestations’ 


out. Islend of Reil prominent bilaterally, especia on left. 
Let: Laree accumulation of subdural sir bileterally over wertexy Fronto- impr 
porietel area cortical air markings oblitereted. Leteral ventricles and 


basal cisternse are increased in size, A-P: Large accumuletion of 
subdural air bileterally over vertex. Ventriculer system enlarged. 


Lat Moderately advanced fronto-parieto-cccipital lobe atrophy, more s emen 
merked over left perietel lobe. Ventricles and basal cisternae not 
enlarged. A- P: Parietal etrophy. Island of Reil atrophy bilaterally, 

more prominent on left. 


Let: Marked fronto-parietel lobe atrophy, particularly in parietal eree. 
Ventriculer system 6nd basel cisternae not enlarged. Parieto-occipitel 
atrophy fairly marked in left hemisphere. A - P: Moderately savanced 
atrophy bilaterally. Island of Reil prominent bileterally. 


Improved some but 
dresses fantosticelly. 


Let: Air markings are slightly increased in size over the fronto-parietal 
eres. A- P: Island of Reil prominent bilaterally, more on th left, 


Lat: Paucity of air markings. Those present are in the perietal eres 
end slightly increased in size. Ventricles and basal cisternae are 
top normal. A- P: Islands of Reil fairly prominent on each side. 


Let: No eir over the cortex. The wentricles and besal cisternae slightly 
increased in size. 4 - P: Wo air visualized over the cortez. Ventricles 


remission she 
slightly incressed in size, Following 


returned much worse then 
before. 


Let: Obliteration of air markings. Few markings present over the 
fronto-parictel srea ere dilated. Ventricles and basal cisternae not 
enlarged. A- ?P: Very slight increase in colibre of air markings. 


Let: Marked perieto-occipital lobe atrophy, particularly over the parietal 
lobe with areas of laking. Ventricles and basal cisternae not enlerged. 

A - P: The eir merkings are dilated over the vertex and perietel lobes. 
Islend of Heil prominent bileterally, more so on the left. 


Lat: Air markings ere slightly increased in size over the parietal eres. 
entricular system and basal cisternae top normal. Left lateral view 
shows more parieto-occipitel lobe atrophy. A- P: Air markings increased 
in size. Islend of Reil prominent bilcterelly. 


Let: Air markings over the fronto-pariete] area ere slightly increased in 

size. Atrophy over perietsl lobe more marked over left hemisphere. Phodies marked. 
Ventricles and besel cisternae not increased in size. A-P: Air markings 

slightly increaseé in size bilaterally. Increased supracallosal eir. 

Island of Reil prominent bileterally, more on the left, 


Lat: Moderately advanced fronto-parietal etrophy more marked in parietal She is not doing well 
area. Ventricles not filled. A- P: Marked atrophy over perietal ereas. pow, while on parole, 
Increased supracellosal air. Islend of Reil prominent bilaterally. 


Let: Fronto-parieto-occipital markings are very prominent. Leaking in 
perietel areas. Ventricles and basal cisternae not enlarged. A = P: 
Air markings dilated bilaterally to a moderate degree. Island of Reil 
prominent on the left. 


Let: Air markings sre dilated slightly over the parieto-occipital area. 
Ventricles and basal cisternae are not enlarged. A- P: Air markings 
slightly increased in size bilaterally. Increased supracellosal eir. 
Island of Reil prominent bilaterally. 


Lat Fronto-perieto-occipital air markings slightly increased in size. ° 
Ventricles mot filled. Basel cisternae normal size. A- P: Ventricles Patient extremely 

not filled. Island of Reil prominent bilaterelly. uncooperative, 

teal at » Patient could not be 
Let ronto-parieteal atrophy moderete degree, particularly in perietal 

ares. A - P: Size of the air markings increased over the pm rietal controlled. Drainage 
aspect. Island of Keil prominent, more on left. incompleted. 

Lat alibre of the air markines increased over the parietel saree. 


Ventricles and besel cisternae top normal in size. A-P: Air markings 
increesed over the parietal espect. 


Lat ronto-parietal air markings slirhtly increased in size. There are 
several dilated channels over the perietel area. Ventricles ent basal 

cisternee not increased in size. A-P: Air markings slightly increased 
in size over the parietel area. Island of Neil visuslized on each side. 


Let: Moderately advenced parietsl lode atrophy. The few sir markings 
over the frontal lobe are enlarged. Obliteration of sir markings in 
pre-cent area. Ventricles ana basal cisternae slichtly increased in 
seize. P ings over porietal area. Islend of 
prominent 


t Slightly increeesed sir markings ower the fronto-perietal area, 


ticularly in perietel lobe. Islen¢ of Reil more prominent on 
left. Ventricles and basal cisternse top normel. 

Lat Slichtly increased size of eir markings in frento-perie*el 

more marked in perietsl lobe. P: Island of Aeil prominent biletersily 


Slightly increased interhemispheric air. Ventricles and basal cisternae 
normal size. 


Lat: Moderately increased fronto-parieto-occipital sir markings. Ventricles 
and besel cisternae not enlarged. Cisterne Vense biagnse Cerebri enlarged. 
A-P Some subdural air over right vertex, Increased morkings 
bileterally over parietal area. Islend of Reil prominent bileterally, more 
on left. isterna Vense Magnae Cerebri enlarged. 


Let: Increased sir murkings over perieteal erea, Ventricles not filled. 
A-P: Increased air markings over parietal area, bileterally. Incressed 
mid-hemispheric eir. 


Lat Marked framto-perieto-occipital lobe etrophy. Areas of oblitereti 
of air markings over the ag ami post-centrel sulci. Vent es 
cisternee top normal. A P: Marked atrophy over perietal « 
hemispheric air increesed. Island of Reil more prominent on lett. 


Lat: Moderately advanced parietal lobe etrophy extending into the oecipitel Improved after 
eres. Ventricles and basel cisternee top normal in size, Few frotel air encephalogrem 
markings increaseé in calibre. A- P: Marked atrophy in the parietal “Teinage incompleged, 


aepect. Island of Reil more prominent on left. 


Lat: Fronto-parietal lobe atrcphy, more marked in parietal ereea. Ventricles 
anc basal cisternee normal size. A =- P Atrophy bileterelly in perietel 
areas. Island of Reil prominent bileterally, more on left. 


Lat: Marked fronto-parieto-occipital lobe etrophy with leaking in perietal Attempted suicide by 
area. Ventricles and beseal cisternse top normal. A - P: Marked etrophy shooting - 14 yre. ago. 
bileterally. Islend of Reil prominent bileterally. 


Lat Moderately advanced fronto-nerietal lobe atrophy. Suprecallosal air 
incresee4. Ventricles and basal cisternae not enlarged. A = P: 


merkings increased in size bileterally. Island of Reil prominent bileterally. 


Let Slight fronto-parietal lobe atrophy, more marked in parietal area. 
reas of plastic areachnoiditis, Ventricles and basal cisterns top normal. 
A-F Increased air markings bilseterally. Island of Reil prominent 
bilaterally. 


Lat Areas of obliteretion of sir markings over the frontal lobe with fev Improved since 
lated chamels. Parietal lobe shows evidence of moderately advanced atrophy ences healogram. 
el cisternae normel size. A = P: Absence of air ee the 


l Increased air over vertex of right 
f Reil more prominent on right. 


emisphere. land 


Parietal lobe air markings are very prominent with leaking. Ventricles Improved since 
and basel cisternae not enlerged. A - P Air merkings increased in size encephalogram. 
bilaterally. Island of Reil promine bilaterally. 


Let Marked fronto-parieto-occipital lobe etrophy considerable leking. Improvec since 
isterne Venae Magnae Cereori enlarged. Ventricles basel cisternae not encephelogram. 
enlarged. A - P: Marked atrophy bilaterally. Island of Reil prominent 

bileterally. Cisternae Veneae Magnee Cerebri enlarged. 


Lat: Areas of plastic arachnoiditis. The air chennels present sre enlarged. Improved since 
Ventricles and basal cisternae not enlarge?. A - P: Absence of air over ence 
the left hemisphere. Air markings increased in size over right hemisphere. 

Islend of Reil prominent bilaterally. 


Let: Marked parietal lobe atrophy. Increased suprecallosal eir. isterna 
Venae Magnae Cerebri enlarged. A - P: Cortical atrophy bileterally over 
vertex. Island of Reil prominent bilaterally. Cisterna Vense Magnee Cerebri 
enlarged. 


Lat: Air markings only very slightly increased. Some areas of obliteration 
of air markings. Slight 4ilatation of posterior horn of the left ventricle. 


A> P: Essentielly the seme picture, 


Let: Increased air morkinge over the parietal area. Right ventricle only a neers after 
partially fille¢. A - P: Air markings slightly increased in size bilaterally 
Island of Reil prominent bileterally. 


Lat Slightly increased size of air merkings over fronto-perietel erea 
extending back to the oceipital lobe. Areas of obliteration of air markings. 
Leaking over vertex. A - P: Laking over left vertex. Island of Rdil 
prominent bilaterally. 


Large atrophic area over frontal tip. Increased air markings over the Attempted suicide 

ronto=parietal lobe. Areas of obliteration of air marking Fragments of by shooting - 

bullet seen over the right orbital plate and over left lesser wing of the 14 years ago. 

sphenoid. A - P: Ventricular system enlarged. Dilet ed sir channels over 

right cortez, Obliteration of air markings over lef Island of l 


prominent on left, 


Lat: Moderate degree of cortical atrophy over fronto-rorietel area, more 
marked over parietal lobe. Cerebellar folia well outlined. Ventricles and 


besal cisternae not enlarged. A - P: Moderate atrophy bilaterelly. island 
of Reil visualized on left. 
ideas 
Lat: Obliteration of eir markings over frontal lobe. Large dileted channels Sex 
over the posterior parietal area, Ventricles and basal cisternae moderetely Attempted “suicide. 
enlarged. A - P: Moderate degree of atrophy bileterally over perietel 


area. Ventricles enlarged. Island of Reil visuelized on left. 


Lat: Merked fronto-parietal lobe atrophy, particulerly om left. Yentricles 
slichtly increased in size. Right ventricle not completely filied. 
Salcification in the srea of the quadrigeminal plate. A- P: Marked 

atrophy bilaterally. Increased supracallosal air. Ventricles moderately 
enlarged. 

Let: Moderate degree of fronto-parietal lobe atrophy, more marked in perietel 
eres. Ventricles and basal cisternae increased in size, A- P: hoderate 
degree of atrophy dileterally. Islend of Reil visualized bilaterally. 


Depression in 
Lat: Slight increase in size of fronto-parieteal air markings. Ventricles P 


not enlarged. isterna Vensae Megnae Cerebri enlarged. A - P: Interhemis- 
pheric eir increased. Air markings slightly itnoreesed bilaterally. 
isterna Vena Magna Cerebri enlarged. 
Lat: Marked fronto-parieto-occipital lobe atrophy, more marked in the posterior 
parietal aspect, Lateral ventricles slightly increased in size. A- P: . 
Marked atrophy bilaterally. Ventricles slightly increased in size. IL nd 
of Reil prominent bileterally, more marked on the left, 
Lat: Air markings slightly increased in calibre over the fronto-perietel Son ~ Brag, —- ™ 
area. Ventricles and besal cisternae normal in size, 
ured, 


Lat Boderately advanced fronto-parieto-occipitel lobe atrophy with leaking 
in the parietal area. The dilated air markings extend well back — the 
occipital pole. Lateral end Sré wentricles not filled with air, A-P 
Considerable cortical atrophy laterally over vertex on left. telends of 
Reil prominent bilaterally. 


Very negeteavistic 


Lat: Complete absence of air over cortex except one dilated channel over the periods of excitement. 
corpus collosum. Ventricles and basal cisternae slightly enlarged, P.A: 

No air over cortex, Increased supracallosal air. Islanis of Reil very 

prominent, particularly the left. 


Lat: Complete absence of air over frontal lobe. Considerable leaking over 
the parietal lobe extending posteriorly and involving the occipital erea, 
Ventricles and besal cisternae top normal. A - P: barked cortical 
over vertex and perietal area. Islend of Reil more prominent on 1 
Cisterna venae marnae cerebdri enlarged, 


Cooperative since 
encephslogrem but 
still mute. 


Lat: The air markings over the frontal area are only slightly larger than 
normal, There is an absence of air over the Rolandic ares. The perietal 
and occipital lobes show merked atrophy and leaking. A = P: Marked cortical 
atrophy laterally and over vertex. Ventricles sli¢htly lercer than normel, 
Islonds of Reil prominent bilaterally, particulerly the left. 
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influence t'1e proper interpretation of the encephalographic findings, 
those cases presenting a history of birth injury, cranial trauma, 
meningitis, pertussis, encephalitis, protracted toxic states, and the 
presence of any other organic nervous disease, cardiac, pulmonary, 
gastro-intestinal, and specific diseases, have been excluded. 

The technique, pre-operative and post-operative care are essen- 
tially as described by Pancoast and Fay™ and by Pendergrass.” 
There have been numerous modifications of the method whereby 
the cerebro-spinal fluid is removed and air replaced as advocated by 
Friedman, Snow and Kasanin,” Liberson,” Bingel,’ Notkin ” and 
others, but the method pursued in this series has been uncom- 
plicated, easily performed and has yielded excellent results. 

Cerebrospinal fluid pressure determinations in mm. of mercury 
were recorded in both the recumbent and upright positions after 
being assured that the patient was in complete repose and the factor 
of straining eliminated. Complete drainage of the cerebrospinal 
fluid system was effected in all cooperating cases, in contrast to the 
method of partial drainage by some observers. The quantity of 
cerebrospinal fluid removed and the cerebrospinal fluid pressure 
are of extreme diagnostic importance and have a bearing on the 
final interpretation of existent pathology and the possible etiologic 
and pathologic factors involved. Jacobi and Winkler “ in a report 
of encephalographic findings in 19 cases of schizophrenia, make no 
mention of the cerebrospinal fluid pressures and apparently per- 
formed only partial drainage ; the greatest amount of fluid removed 
in one case being 115 c.c. and the average amount about 95 c.c., 
this being considerably less than normal. 

There were seven cases in this series in which less than 100 c.c of 
cerebrospinal fluid were removed, five of which can be accounted 
for by incomplete drainage as the result of poor cooperation on 
the part of the patient. 

The reactions following encephalography have not been severe 
due to the pressure per pressure method of removal of the cerebro- 
spinal fluid and injection of air, and the careful pre-operative and 
post-operative attention. There have been no deaths resulting from 
the encephalographic procedure. The contraindications™ to en- 
cephalography were taken into consideration in the clinical study 
of all patients prior to the procedure. A number of patients, par- 
ticularly among the catatonic group, have manifested a certain 
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degree of clinical improvement, with a complete remission in one 
case ; however, it is not implied that the procedure is of therapeutic 
value. 

The interpretation of the encephalographic findings as compared 
with the normal “ abide by the concepts laid down by the Com- 
mittee on the Standardization of Encephalography.’ 


THe ANALYSIS OF CEREBROSPINAL FLUID PRESSURES AND 
QUANTITY OF CEREBROSPINAL FLUID REMOVED. 


There has been no effort made to group the cases from the 
standpoint of the cerebrospinal fluid pressure and number of c.c. of 
cerebrospinal fluid removed in conjunction with the type of schizo- 
phrenia. The normal cerebrospinal fluid pressure in the adult,’ in 
terms of mm. of Hg. is from 6 to 10 in the recumbent position and 
from 16 to 20 in the upright position, 10 mm. of Hg. being 
considered top normal in the recumbent position and 20 mm. of 
Hg. top normal in the upright position. 

In determining cerebrospinal fluid pressures many factors must 
be considered that may alter normal relationships, such as hyper- 
tension, straining, exhausted states, and so on. These conditions 
were elaborately controlled in the study and conduct of each case. 
In a survey of the summary of the sixty cases it will be noted that 
the initial cerebrospinal fluid pressure in the recumbent position 
was 10 mm. of Hg. ‘tr above in 40 cases; of these 40 cases 3 had 
pressures of 20 mm. of Hg. or above, 20 mm. of Hg. being con- 
sidered as the limit of safety in performing encephalography. 

The cerebrospinal fluid pressure in the upright position was 
20 mm. of Hg. or above in 56 cases ; of these 56 cases 35 had pres- 
sures of 30 mm. of Hg. or above and 4 cases had pressures as 
high as 38 mm. of Hg. 

It will be seen that the cerebrospinal fluid pressure in by far the 
majority of cases is top normal or above and that the pressure in 
the upright position, in 35 cases, is at the limit of or above the point 
considered safe for encephalography. Encephalography was per- 
formed, however, in view of the fact that clinically these cases pre 
sented no evidence of any intracranial mass lesion. The factor of 
a chronic, increased, intracranial pressure, as pointed out by Fay, 
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) Lateral view. There is a moderately advanced fronto- 
parieto-occipita be atrophy The precentral and parietal lobe areas, 
particularly the latter, show greater involvement than the frontal lobe. 
Note the presence of air markings in the occipital lobe which is not 
found in the normal encephalogram. The ventricles and basal cisterne 


re of normal size 


Fi ) (Case 


Fic. 11 (Case 11.) Lateral view. There are areas of absence of air 
markings indicating fluid not replaced by a:r. The dilated channels over 
the frontal, parietal and occipital lobes ‘ndicate cortical atrophy. The 
dilated air markings over the parietal area are distinctly larger than the 
others. The ventricular system is top normal in size 


| 


32. | 
} 
4 
} 
| 
i 
i 
} 


AMERICAN JOURNAL OF PSYCHIATRY, Vol. XII, No. 4. PLATE 33, 


Fic. 23.—-(Case 41.) Lateral view This figure illustrates marked 
involvement of the parietal lobes where there are large accumulations ot 
laking as manifested by the profoundly dilated air markings. Note that 
the frontal lobe exhibits evidence of atrophi hanges but not to the 
marked degree found in the parietal area In the pre and post-central 
convolutional areas there is an absence of air markings. Note in addition 
the atrophy involving the occipital lobe and extending back to the tentorium 


The ventricles are top normal in size 


Fic. 27.—(Case 45.) Latera view here s marke fronto-pariete 
occipital lobe atrophy with larg aked areas over the parietal lobes. There 
are also areas of laking over the precentra reas and in the first fronta 
convolutions. However, these e not as extensive as those in the parieta 
lobes. Note again the presence of r over the occipital poles. The outline 
of the lateral ventricles is somewhat ragged in appearat The stert 


pontis is somewhat enlarge 
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‘1G. 29.—(Case 46.) Lateral view. There is a slight degree of fronto- 
parietal lobe atrophy with the parietal lobes involved probably only slightly 
more than the frontal areas. The ventricles and basal cisternae appear to 


be of normal size. Note, however, the presence of air markings in the 
occipital areas. 


Pic. 43 (Case 48.) Lateral view. There is decreased number of ait 
markings over the frontal poles and post-central areas. Those channels 
present in the frontal lobes are enlarged. The air markings in the parietal 
lobes are considerably enlarged. Note the dilated channels in the occipital 


regior The ventricles and basal cisterna o not appear to be enlarged 
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atrophic cortical changes manifested in the Roentgen findings in 
these cases, must be considered. 

When the cerebrospinal fluid system has been completely drained 
the degree of cortical atrophy and enlargement of the ventricular 
system and cisterne may be determined as directly proportional 
to the quantity of fluid removed. The total number of c.c of cere- 
brospinal fluid in the normal adult ranges from 115 c.c. to 125 c.c 
In 40 cases the quantity of fluid removed was 125 c.c. or above; 
150 c.c. or more of cerebrospinal fluid was removed in 18 cases ; 
200 ¢.c. or more of cerebrospinal fluid was removed in 4 
cases and as much as 235 c.c. of cerebrospinal fluid was re- 
moved in I case. The extent and distribution of cortical atro- 
phy, however, cannot be determined by the quantity of cere- 
brospinal fluid removed, thus what is considered the normal quan- 
tity or less may be removed and still there may be an extensive corti- 
cal atrophy present. This may be explained on the basis of 
cerebrospinal fluid being trapped or dammed back by arachnoidal 
adhesions (so-called plastic arachnoiditis) and thereby cannot 
be displaced by air, represented on the Roentgen films by the 
absence of air markings over the cortex. In addition to arachnoidal 
adhesions preventing the displacement of cerebrospinal fluid by air, 
the factor of the alteration of the protein content of the cerebro- 
spinal fluid to a colloidal gel,* which by its consistency does not 
permit its removal, during the surgical procedure in encepha- 
lography, and replacement by air, must be considered in the inter- 
pretation of the quantity of cerebrospinal fluid removed. The 
removal of less than normal quantities of cerebrospinal fluid may 
be in perfect accord with the presence of cortical atrophy as illus- 
trated in Figs. 11, 33, 34, which show evidence of cortical atrophy 
as manifested by dilated cortical air markings and also absence of 
air over a considerable portion of the cortex which in turn explains 
the small quantity of fluid removed. On the other hand a more 
extensive atrophy may exist than is indicated by the quantity of 
cerebrospinal fluid removed, in those cases where more than the 
normal amount has been drained. Figs. 3, 4, 23, 45, 47, 48, 49, 50 


*This gelatinous-like material has been seen by one of us, in the sub- 
arachnoid space, in two cases in which craniotomy has been performed and 
the cerebral cortex exposed. It has been demonstrated in post-mortem find- 
ings on occasion. 
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illustrate the probable existence of more extensive atrophy than 
even the abnormal amount of fluid removed would indicate, as 
manifested by the dilated air markings present and the insula of 
Reil atrophy, and the absence of air markings over the cortex rep- 
resenting cerebrospinal fluid not removed. 

In 5 cases (Cases 2, 27, 30, 40, 64) the cerebrospinal fluid in 
the ventricular system was not replaced by air, thus the contents of 
the ventricles would be added to the amount removed in each of 
these cases. The failure of filling of the ventricles by air has been 
explained by Bateman* on the assumption that the foramina of 
Luschka and Magendie are not patent, preventing the egress of 
fluid and the ingress of air. Pendergrass“ “ however, feels that 
it may be attributed to an error in surgical technique whereby the 
head is insufficiently manipulated to assure the proper interchange 
of air and fluid. This question is still a debatable one and not 
satisfactorily explained as yet. 

From the foregoing data one can in the majority of cases in this 
series predict varying degrees of cortical atrophy or enlargement 
of the ventricular system and cisterne before viewing the en- 
cephalographic films. 


CoM MENT. 


The study of the encephalographic films in these 60 cases has 
indicated that there are atrophic cortical changes involving the 
fronto-parieto-occipital areas to a greater or lesser degree, without 
any definite relationship as to the length of psychotic episode or the 
type of schizophrenia. The atrophy is most marked, as is mani- 
fested by the size of the air markings, over the parietal area. Those 
cases presenting deterioration, in particular, evidence this parietal 
lobe atrophy and also atrophy of the insula of Reil areas. Fay,” 
Notkin,” Pendergrass,” and Meyer ™ have shown cortical atrophy 
of uniform distribution in cases of idiopathic epilepsy without 
mental deterioration. Their encephalographic films of cases of 
epilepsy, where mental deterioration has become part of the clinical 
picture, show a greater degree of atrophy over the parietal areas, 
and the insula of Reil region is manifestly more prominent. Figs. 3, 
9, 23, 27, 33, 49 illustrate the markings over the frontal area as 
being slightly or moderately increased in size but in examining the 
parietal lobes in these same illustrations, it will be readily noted 
that the air markings are markedly greater in size and show signs 
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of laking. In the antero-posterior projections (Figs. 4, 34, 50) the 
insula of Reil areas are very prominent. Where the extent of 
parietal lobe involvement is not much greater than that over the 
frontal area, deterioration is usually mild or absent (Figs. 29, 33, 
45). In those films indicating an intense degree of parietal lobe 
atrophy associated with insula of Reil involvement the degree of 
mental deterioration usually is more pronounced (Figs. 3, 4, 9, 
49, 50). Figures 47 and 48 illustrate the absence of air markings 
over the cortex but with definite evidence of insula of Reil atrophy 
bilaterally, and this patient had marked mental deterioration. Her- 
mann and Herrnheiser * have indicated, in their encephalographic 
studies of cases of dementia paralytica with hallucinations, that 
there appears to be a more selective atrophy involving the temporal 
lobes. In all but three of the sixty cases, hallucinations in some 
form are present. Temporal lobe involvement as shown in the 
postero-anterior projection is manifest in a number of cases but 
not to any marked extent. 

The extent of the atrophy in many of the cases has gone beyond 
the normal distribution of air markings and it will be noted in 
Figures 3, 9, 23, 27, 29, 33, 45, 49, that dilated air channels are 
visible in the occipital lobe and in Figures 3, 27, 29, 49, these mark- 
ings extend posteriorly to the tentorium. In 25 cases there is an 
increase in the size of the ventricular system and basal cisterne. 
This has also been noted by Jacoby and Winkler.” The cisterna 
vene magnz cerebri is enlarged in 5 cases. The absence of air 
markings over greater or lesser portions of the cortex may be 
noted in Figures 3, 4, 11, 33, 34, 45, 47, 48, indicating either arach- 
noidal adhesions or the presence of a colloidal gel, but these figures 
also show the channels present as being markedly dilated indicating 
that those channels drained have definite cortical atrophy beneath. 
In Figures 47 and 48 there is practically a complete absence of 
cortical air markings, with the exception of an occasional dilated 
channel over the frontal area and mid-parietal area in the lateral 
view and a complete absence of air laterally in the antero-posterior 
projection, but the insula of Reil on each side is unquestionably 
prominent indicating atrophic changes. These findings have been 
almost uniformly present in this series of cases indicating the 
tendency towards a selective atrophy involving the parietal lobe and 
insula of Reil areas. 
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The difference in the degree of atrophy of the frontal and 
parietal lobes as shown in the size of the air markings cannot 
readily be explained merely upon the basis of a chronic increased 
intracranial pressure “ but there must of necessity be a selective 
atrophy involving the parietal areas and insula of Reil regions with 
the primary factor not being an external pressure but probably 
involving primary cortical cell change with dropping out of cellular 
elements, with the factors of anoxemia, vascular disturbances and 
the resultant biochemical changes with morphologic alterations. 


CONCLUSIONS. 


1. Encephalography in a series of 60 selected cases of schizo- 
phrenia has proved to be a safe clinical procedure. 

2. The cerebrospinal fluid pressures have, in the majority of 
cases, been top normal or higher, indicating the factor of a chronic 
increased intracranial pressure being present. 

3. The quantity of cerebrospinal fluid removed in the majority 
of cases has indicated varying degrees of cortical atrophy, enlarge- 
ment of the ventricular system and cisterne. 

4. The study of the encephalographic films has indicated a ten- 
dency to a selective atrophy involving the parietal lobes and the 
insula of Reil area. 

5. The amount of mental deterioration is to some extent reflected 
in the degree of parietal lobe and insula of Reil atrophy. 

6. Twenty-five cases show evidence of increased size of the ven- 
tricles and cisterne. 

7. None of the encephalographic films has shown a normal cere- 
bral pattern. 
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ARE THE HISTOLOGICAL LESIONS OF DEMENTIA 
PARALYTICA SPECIFIC? * 


By FREDERIC WERTHAM, M.D. 


It is one of the achievements of neuropathology that we can 
make today a post-mortem diagnosis of dementia paralytica. Orig- 
inally, all one knew was that there was some uncharacteristic de- 
struction of myelin sheaths in the cortex (Tuczek) ; but gradually 
more and more histological signs were discovered. The real founda- 
tion of the histopathology of dementia paralytica was laid by Nissl 
and Alzheimer. 

A great deal of emphasis used to be placed upon the changes of 
the nervous parenchyma, but with the advance of our knowledge 
the diagnostic significance of these parenchymal changes has be- 
come increasingly doubtful. In my own opinion, the parenchymal 
changes have no place among the essential differential diagnostic 
signs of this condition. They are uncharacteristic, and the same 
changes may occur in entirely different conditions.¢ In early 
cases of dementia paralytica they may be either absent or exceed- 
ingly difficult to demonstrate. The histological diagnosis of de- 
mentia paralytica from the morbid changes of nerve cells or nerve 
fibers alone is not possible. 

Today there are three types of lesions that have to be regarded 
as the cardinal histological criteria of dementia paralytica. They 
are: 

1. Infiltration of small blood vessels with plasma cells. 

2. The proliferation of Hortega cells, with the development of 
typical rod cells. 

3. Deposits of iron pigment in adventitial cells in the intra- 
adventitial spaces of blood vessels, and in Hortega cells. 


*Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 31-June 3, 1932. 

+ Compare also discussion in Wertham, F.: Small foci of demyelinization 
in the cortex and the spinal cord in diffuse sclerosis; their similarity to those 
in disseminated sclerosis and dementia paralytica. Archives of Neur. and 
Psych. 27: 1380, 1932. 
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It has been generally agreed that this combination of histological 
alterations does not occur in its typical distribution—which need 
not be gone into here—in any other disease, either in man or in 
animals. Of particular significance are the characteristic iron 
deposits (No. 3), because this isolated sign has not been found, 
in this typical distribution, in any other disease. Spatz, who has 
thoroughly investigated this problem, found this type of iron de- 
posit (in small amounts) in only two or three cases of human 
trypanosomiasis. He therefore was justified in naming it “ dementia 
paralytica iron.” 

Since the discovery of spirocheta pallida in the central nervous 
system in dementia paralytica, and the classical studies, by Jahnel 
of the distribution of these microbes and their relation to the nery- 
ous tissue, we know that dementia paralytica is caused by an in- 
vasion of the central nervous system by spirocheta pallida. It 
is therefore generally assumed that the histological changes found 
in dementia paralytica are a specific reaction to a special type of 
intrusion of the spirocheta pallida into the nervous system. 

Before the studies by Hayashi, Lubarsch and Spatz revealed the 
presence of deposits of iron pigment in dementia paralytica, a 
number of isolated observations had been made which pointed to 
the existence in animals of forms of encephalitis resembling what 
at that time were considered the typical histological criteria of 
dementia paralytica. Nissl described such findings in the rabbit 
and the dog. Spielmeyer found a close similarity between tryp- 
anosomiasis and dementia paralytica. Adolf Meyer, according to 
a personal communication, found some encephalitic changes re- 
sembling those of dementia paralytica in a hog. These observations 
of changes in animal brains can no longer be regarded, however, 
as resembling what we have to consider today as the histological 
picture of dementia paralytica; for Spatz, in investigations of the 
different forms of encephalitis in animals, found in them no sign 
of what has to be regarded as one of the three aforementioned 
cardinal histological criteria of dementia paralytica; namely, the 
deposits of iron pigment. Thus the specificity of the triad of 
histological lesions of dementia paralytica has seemed _ well 
established. 

I have recently made observations, however, which make it 
seem necessary to question the specificity of this triad of lesions. 
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In the course of experimental studies on the reaction of the central 
nervous system of different animals to a variety of pathogenic 
conditions, | found—I might well say I stumbled upon—a hitherto 
undescribed spontaneous disease of the brain in chickens. Spon- 
taneous diseases in animals are not beloved by the experimental 
investigator. The spontaneous encephalitis in rabbits, to give only 
one example, has frequently misled investigators of both syphilis 
and epidemic encephalitis. I would therefore have been inclined 
to regard this spontaneous disease merely as a disturbing factor 
to be ruled out in my experimental investigations, had I not been 
struck by the resemblance of the histological changes of this spon- 
taneous disease to the changes found in dementia paralytica. But 
since I did notice this, I studied these small brains of chickens with 
all the pertinent modern methods used in human histopathology—a 
procedure not previously applied in any investigation of the central 
nervous system of birds. The results of my study showed that 
this similarity between the disease of the chickens and dementia 
paralytica goes indeed extremely far, as concerns the histological 
lesions in the central nervous system. 


This spontaneous disease of chickens is characterized by three 
chief histological changes: (1) There is an infiltration of the 
small blood vessels with plasma cells; (2) there is proliferation 
of Hortega cells, with the development of typical rod cells in 
parallel formation; and (3) there are deposits of iron pigment 
in the intra-adventitial spaces of blood vessels. This iron pigment 
occurred also, though much less conspicuously, in hypertrophic 
Hortega cells. In every respect, the deposits of iron pigment in 
the brains of the chickens with this disease, were the same as 
those of “dementia paralytica iron” in the human brain. In 
addition to the findings mentioned, there were other morbid changes 
of the tissues of the chicken’s brain which I regard as less charac- 
teristic: morbid alterations of nerve cells, focal and diffuse pro- 
liferation of the glia, ependymitis of the ventricles. 

The histological picture of this spontaneous disease of birds has, 
therefore, the closest resemblance to dementia paralytica. This 
general resemblance is so great that the existence of this spontaneous 
disease must be regarded as a serious challenge to the view of 
the specificity of the histological changes in dementia paralytica. 
Since histoparasitological investigation of the brains of the chickens 
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for spirochetes had entirely negative results, the conclusion must 
be drawn: that the histological lesions of dementia paralytica are 
a general reaction of the brain, not caused only by the spirocheta 
pallida. 

So it seems that the answer to the question expressed in the title 
is in the negative. 

This is one instance where the histopathological study of diseases 
in animals can throw light upon human neuropathology and upon 
the histopathology of the central nervous system in general, 
Whereas an enormous amount of investigation has been carried out 
on the normal comparative anatomy of the brain, especially with 
respect to the course of fiber tracts in the different species of 
animals, the possibilities of comparative histopathology of the brain 
have as yet been undeveloped. Histopathological studies of the 
brains of animals, of so-called “ normal’ humans and of brains 
of patients without neuropsychiatric conditions may help us to 
see the histological reactions of the brain in a better perspective. 
Neuropathology as taught at present is a medley of innumerable, 
poorly related, microhistological details. Their nosological group- 
ing, as expounded in textbooks, is a forced one. That a far simpler 
and more actual conception of the brain as an object of histopatho- 
logical study is possible, I shall attempt to show fully elsewhere. 


DISCUSSION. 


Dr. THomas B. CuristiAn (Greystone Park, N. J.).—There is one paper 
I particularly want to discuss, namely, the one read by Dr. Winkelman. It 
interests me because it brings forward theories and beliefs that I have held 
for quite a number of years. I have always contended that every morbid 
condition and every symptom was caused by some pathology regardless of 
whether we find it or not. I recall particularly a paper that was read a 
number of years ago by Dr. Dunlap in which he stated that nothing of impor- 
tance was found in dementia precox. I am not agreeing with the paper and 
I am not disagreeing with the paper. It is quite often referred to as a 
basis for the assumption that dementia przecox is entirely psychogenic. | 
think it is absolutely foolish to consider negative histopath 
as a proof that none are there 


logical findings 


You must realize the important thing about brain sections is that they are 
always done when the patient is dead. We cannot do live tissue sections of the 
brain. The formaldehyde fixation which is so commonly used may indeed 
obscure the pathology which may be present. We must allow for the possi- 
bility of pathological conditions clearing up in the brain the same as in other 
organs. My own opinion is that in any nervous or mental disorder, simple 
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convulsions, alcoholic intoxication, delirium tremens, you have a temporary 
pathology even though it may not be possible to demonstrate it later post- 
mortem. You may not find pathological lesions left behind from temporary 
conditions of the brain. 

I might mention an interesting case that we had some time ago in the 
hospital, to illustrate the risk of depending too much upon tests. This patient 
had been in the hospital about 15 years and had been diagnosed dementia 
precox, hebephrenic type, although to me he seemed rather of the catatonic 
variety. At any rate after we had tried various other kinds of treatment we 
decided to put this patient on malaria treatment. Previously several spinal 
fluid and blood examinations -had been made. These tests were all negative. 
He had a beautiful malaria curve. The lumbar puncture taken two weeks after 
the cessation of the chills with quinine therapy and also a month after the 
cessation of the chills gave us a paretic syndrome in the spinal fluid. The 
question was—Had an error in diagnosis been made, and had the malaria 
therapy brought out a latent paretic reaction? While unable to answer the 
question difinitely I was nevertheless of the opinion that such was the case. 


Dr. ApotF Meyer (Baltimore, Md.).—Mr. Chairman, the number of com- 
munications has been so great that it is rather difficult to make any general 
remarks. 

One of the remarks that I perhaps have repeated a number of times is that 
I should like to have the term “ pathology,” as it was used this afternoon, 
modified. Unfortunately, pathology in common parlance is either pathological 
anatomy or post-mortem symptomatology. Where things are found that are 
not explained, we may speak of post-mortem symptomatology ; let us reserve 
pathology for the reduction of disturbances, functional or otherwise, to terms 
of an experiment that is intelligible. 

When I heard Dunlap quoted several times, I felt that inasmuch as Dunlap 
is dead, it was due him that one should state that he found “lesions” but 
that he did not find any lesions which he was not able to duplicate in patients 
that did not have dementia precox, in patients that had died from injuries, 
or by electrocution and things of that sort. So it is not a statement that he did 
not find “lesions,” but that the “lesions” were duplicated in average persons. 

When we come to this question whether every disturbance must have ana- 
tomical foundations—well, certainly there has got to be a body there. We 
do not deal with disembodied souls, and yet the question comes, what sort of 
correlation is there—one with disorder due to structural disorder or through 
interferences among otherwise normal functions? I am glad that several of 
the speakers have given expression to the desire that we should know more 
concerning these structures. It is a shame that we have got into the habit 
of burying the brains or handing them to those who have no particular 
interest in making the study as exacting as one would like to see if one 
feels forced to question the negative statements of Dunlap, that there was 
“nothing specific” found. 


H 
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The present status is one undoubtedly of confusion because to a deplorable 
extent autopsies are being neglected. Unfortunately there are few places at 
present where accurate correlations are made, except perhaps in services where 
one has a possibility of following the work of neuro-surgeons. In such a place 
undoubtedly a great deal can be learned. Only here again it is worth stating 
that it might be wise to have some of those patients in whom “ nothing” js 
found after an elimination of a hemisphere examined by somebody who js 
thoroughly trained and, therefore, dependable when he makes such an impor- 
tant statement. 


Dr. GeorcE VAN Ness DEARBORN (New York, N. Y.).—Mr. President. 
I sometimes think we are too conventionally polite in these meetings as they 
are in other scientific conventions at times. I have seen repeatedly statements 
“ get by ” in neurological and psychiatric meetings in New York, for example, 
which were obviously absurd, and yet no one objected to them, admittedly 
because they did not want to hurt the reader’s or the discusser’s feelings, 
thus sacrificing scientific truth sometimes to a superficial and misguided con- 
ventional courtesy. 

Surely I do not want to hurt anybody’s feelings or to be rude, but I am 
thinking critically of the excellent research of Dr. Alford and of his inter- 
esting paper. To my mind, then, to try to localize consciousness in a brain 
a priort is something of an absurdity. We do not know the shape of the 
master key to the brain yet, ladies and gentlemen. We do not know even 
whether the brain acts as a unit or locally; we have not a hint of that, the 
master-secret of all psychobiological science. So as an old student of this 
matter and of philosophy, I strenuously object to the proposition that con- 
sciousness and emotion, by any preconception of theories relating to mind 
and body, could be localized in any one spot in the brain—the two concepts 
seem incommensurate. 

I have always taught my students that probably the entire body properly 
speaking, is the seat of consciousness, especially, of course, the action system. 
The musculature, termed by Sir Michael Foster the “ master tissue” of the 
organism, and theoretically even the glands, partake in this correlation. But 
the brain, because it is the vast switchboard of the body, has always had more 
than its share, philosophically speaking, of psychobiologic honor. The recent 
resolution of matter into modes of force and of motion, made by the physicists, 
corroborates this point of view, and consciousness certainly acts like a unique 
form of energy. 

Dr. Alford said he did not understand why this “ localization” had not been 
detected before. I do not, either, understand, and I do not believe anybody 
does, if it be true. Think of the thousands and thousands of traumas, hemor- 
rhages, brain tumors, all sorts of injuries of all parts of the living brain— 
is not it passing strange that such a “ localization” has never been demon- 
strated or suspected before? The research, of course, is a very excellent one 
and scientific folk should welcome every possible research, but this is a sort 
of unjustifiable materialism, a physiologic behaviorism with every bit of the 
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“psyche” left out. The brain is still too mysterious at the present time, it 
seems to me, to be counted out into locations like that. If we have learned 
anything in the philosophy of psychobiology, it certainly is that consciousness 
is not a function of a brain but an aspect, rather, of the entire life and meaning 
of an animal, man included. 

The case with emotion, an aspect of consciousness, is still stronger. If emo- 
tion is not correlated with the brain and the autonomic system, with what is 
it correlated? The whole tendency of modern psychology is to correlate the 
emotions not only with the optic thalamus and other dominant organs of the 
brain, but with the entire autonomic system up and down the body and with 
the everywhere-connected cerebrospinal network. Smooth muscle and epithe- 
lium as well as the voluntary musculature partake everywhere in the most 
inherent manner in a phase of consciousness termed feeling or emotion. Even 
a weak emotion can readily be shown to somatically reverberate in every 
portion of the action-system, vegetative as well as personal. Can such a con- 
comitance be seated in a little portion of the brain up in the head? It seems 
to the speaker just a bit unreasonable to suppose so, for more than a moment. 


Dr. Oscar J. RAEDER (Boston, Mass.).—I would like to ask Dr. Alford a 
question, if he found in his studies any difference in left-handed individuals 
over right-handed individuals in regard to the seat of consciousness and 
emotion ? 


Dr. LELAND B. Atrorp (St. Louis, Mo.).—I would like to ask Dr. Dear- 
born how he knows consciousness lies all through the body and how he knows 
emotion cannot be localized? The only way anyone can know is to do work 
and make observations. 

I think, however, we are talking about two different things as regards 
consciousness. I tried by frequent repetition to make clear what I mean, te 
quote, “ The criterion chosen for consciousness was the ordinary psychiatric 
one being for its preservation ‘awareness’ or alertness to surroundings and 
for its disturbance ‘confusion’ and disorientation.” He has, I am sure, quite 
a different idea in mind, that it is an extensive activity of thought-stimulation, 
self-recognition, feeling of familiarity and so forth. Jones and Porteus who 
are respectively psychologist and physiologist point out this distinction. Every 
psychiatrist is familiar with the conceptions of clearness and confusion. 

I refuse to believe that it is not a significant fact if correct, that one limited 
lesion of the brain produces confusion—the practical abolition of higher 
mental activity (Marie noted the same fact years ago while studying aphasia). 

About the localization of emotion, that, too, must largely rest on observa- 
tion. It is surely an emotional reaction when the patient with a thalamic 
emotional syndrome exhibits compulsive laughing or weeping; you talk to him 
about some neutral subject, say, the weather and he is laughing or weeping 
or laughing and weeping all of the time. The observation is common knowl- 
edge. The same may be said of the encephalitic child. These observations 
take precedence over any far-flung theories. 
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Dr. Dearborn said he could understand how certain observations were not 
made before. What I said was that I was surprised it had not been noted that 
confusion occurs in right hemiplegia and not in left hemiplegia. The obserya- 
tion is in none of the text books. If he would disprove it, he must give facts, 
not make loose statements. 

In answer to Dr. Raeder, I did of course come in contact with left-handed 
patients, but to simplify matters ordinarily excluded them. I think it is pretty 
well established that in left-handed people, the functions in the brain are 
transposed to the opposite hemisphere. 


Dr. Jacop KasANIn (Howard, R. I.).—I was very much interested in the 
contribution by Dr. Moore, dealing with the correlation of the encephalo- 
graphic findings with the pathological pictures in schizophrenia. Some years 
ago, Dr. Freedman, Dr. Snow and myself, had some experience in encephalog- 
raphy and we found it a rather capricious device largely because an injection 
of air into the subarachnoid space gives one an uneven and not always the 
same distribution of air. So we found unless we had a very definite dilatation 
of the lateral ventricles or unless we had large accumulations of air over the 
frontal or the parietal areas, the findings were not necessarily indica- 
tive of cerebral pathology, 
symptomatology. 

I just wonder whether we are ready at the present time to correlate the 
patients with deterioration with Dr. Moore’s findings by such a method as 
encephalography. One knows that one can find gross destructions of the brain 
such as is found in injuries or operations without very much impairment of 
intellectual functions. 


r, as Dr. Meyer would put it, post-mortem 


Dr. Wittt1aM MaLaMmup (lowa City, Iowa).—I purposely kept quiet 
because Dr. Meyer has so admirably covered the general question discussed 
in these papers. There were two or three points I was interested in. In the 
first paper, I would like to ask Dr. Patten whether in the study of cases of 
Little’s disease he has met with any that showed pictures of status mar- 
moratus. Dr. Lowenberg and I have recently studied a group of cases that 
the Vogts have isolated within the Little’s disease group. It was found that 
in cases of Little’s disease, caused either by hemorrhages or by what was 
probably early encephalitis, there were glial scar tissues formed, giving the 
appearance of status marmoratus, but through these there was a growth of 
abnormal myelin sheaths ; new myelin sheaths with axis cylinders in some of 
them. I was wondering how that would correlate with the work of Dr. Patten 
and Dr. Alpers who stated these injuries retard the growth of myelin forma- 
tion rather than accelerate it. 

Then as to the paper by Dr. Winkelman, some time ago Dr. Lowenberg and 
I worked on the question of the pathogenesis of general paralysis, and we 
found a very definite correlation between the affection of the small arterioles 
of the cortex and the development of general paralysis, in fact we thought 
that it was the fall of this barrier of the small arterioles that permitted 
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the entrance, or whatever it is that causes general paralysis ( as I am not 
quite sure whether it is the spirochetes or the various toxins that are lib- 
erated). However, it seems to me that one has to differentiate a clinical 
entity from one that is based primarily on the consideration of the etiologic 
or pathologic basis. Schizophrenia belongs to the first, and I think we have 
to be very careful there before drawing any conclusions. It is quite possible 
that in some cases of schizophrenia we may have as yet unknown lesions of 
the arterioles. Whether they are results or coincidental factors or connected 
in some way with the cause, I do not know. Whether we can actually cor- 
relate them with the types of regressions we find in schizophrenia is, to my 
mind, at present a problem. 


Dr. C. A. Patren (Philadelphia, Pa.).—In regard to Dr. Malamud’s ques- 
tion, there have been too few studies of the brains in cases of Little’s disease 
to come to any conclusion about the general pathological situation. Dr. Alpers 
has studied three cases and, I believe, came to the conclusion that there was 
a marked demyelinization in the cortex and definite changes in the glial ele- 
ments in certain areas. Our material has not been studied sufficiently from 
the standpoint of status marmoratus and other features, but we hope to report 
upon them at some future time. 

Our presentation today concerned itself mainly with the question of the 
role that hemorrhage might play in the production of cerebral birth condi- 
tions. Encephalitis and evidences of inflammatory reaction in pre-natal condi- 
tions have been considered, but are lacking in the majority of the pathological 
specimens that we have. 

Definitely I would like to make the point that the general run of abnormal 
neurological and psychiatric conditions that arise as a result of apparent birth 
situations cannot be blamed upon the trauma of delivery; nor can we blame 
the prematurity of the infants, for full term spontaneous deliveries and easy 
labors show the same type of pathology that is found in the premature and 
in the difficult labor group. The same also holds good in regard to the 
hemorrhage situation, hemorrhages of a punctate and of a grosser character 
occurring definitely in cases that were born at full term and under easy labor. 

If difficult labor, asphyxiation and prematurity can be considered respon- 
sible for these conditions, then we ought to be able to discover a general 
underlying situation. It is my feeling that an explanation may be found in 
some pre-natal defective situation which renders the fetus more susceptible to 
damage, particularly in the periventricular area. 

There are other points that cannot be cleared up even on a pathological 
examination and in particular why, in the majority of cases, there is pro- 
found mental defect, as has been definitely shown, while in exceptional cases 
a fairly normal intelligence is reported in cerebral diplegia. Looking at the 
clinical picture from the standpoint of the spinal, the supra-segmental and the 
cortical levels, the next step beyond the acquisition of full motor control in 
the development of any child is the acquisition of intelligence. If there is a 
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defect in myelinization of the association fibers, then we have perhaps some 
basis for considering that the mental deficiency encountered in these cases 
should be an actual accompaniment of the motor defect. 


Dr. N. W. WINKELMAN (Philadelphia, Pa.).—There is only one thing | 
might add: Dr. Moore’s work is part and parcel of our own. It is an attempt 
to correlate eventually the encephalographic findings that have been made by 
Dr. Moore and the rest of the staff at the Norristown State Hospital, with 
the pathology. An effort is to be made to examine carefully every brain in 
which encephalographic study has been done so that the significance of the 
x-ray findings will be determined. 


Dr. MatrHew T. Moore (Philadelphia, Pa.).—This piece of work has been 
presented as a preliminary contribution rather than a definitive stand regard- 
ing the correlation of atrophic changes in the cortex to particular psychotic 
manifestations. It is true, as observed by Dr. Kasanin, that encephalography 
is a rather capricious diagnostic method, that is, where the procedure has not 
been correctly standardized and performed. If a standard technic is adopted 
and assuming that all things are equal, you can within any reasonable period 
of time, obtain an encephalographic picture identical with the original one 
performed. 

I call to mind a patient on Dr. Fay’s service at Temple University Hospital, 
an epileptic in whom an encephalogram was performed which indicated defi- 
nite evidence of cortical atrophy uniformly distributed over the fronto-parietal 
lobes. This particular patient was admitted two years subsequent to that 
original encephalogram, at which time another encephalogram was made and 
the pattern was practically identical, with the exception that the markings 
themselves were somewhat more dilated than they had been previously, indi- 
cating as a corollary to his mental picture an increase in mental deterioration 
which the patient showed. 

I repeat, we do not wish to make a definite stand, at present, as it would 
place us in a rather controversial field and we are not prepared to take battle 
at the present time. However, we feel that this contribution is a distinct 
stepping stone to the ultimate solution of the problem of the psychoses from 
the standpoint of attributing them to some definite organic background, whether 
it be a morphologic or physio-chemical one. 

In epilepsy we have noted a rather uniform distribution of the atrophic 
changes involving the fronto-parietal area. In paresis, there is a rather 
patchy type of atrophy which is diagnostic in the encephalographic films. 
This series of 60 cases almost uniformly had a tendency towards a selec- 
tive atrophy involving the parietal lobes and the insuli of Reil. We have also 
noticed a tendency for the air markings to extend posteriorly beyond what 
is considered normal, namely, the parieto-occipital area, Dr. Parker brought 
up an extremely interesting point from the standpoint of correlating biochemi- 
cal changes and the structural changes as pointed out Dr. Winkelman, namely, 
toxic factors which we are not yet able to definitely place our fingers upon. 
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It is vague, ephemeral; however, it unquestionably is there. There are toxic 
factors producing a vicious cycle of events, toxemias producing swelling of 
the intimal cells of the small blood vessels, with a resultant ischemia, and as a 
result of that ischemia, the ganglion cells unquestionably suffer. They show 
chromatolysis, and what Alzheimer pointed out some time ago, nuclear decay. 
There are also biochemical changes present, minute perhaps, but extensive and 
uniformly distributed. The mere fact that we have come against a stone wall 
from the standpoint of organic pathology does not mean that we should, as 
Emmanuel Kant did when he struck a philosophic stone wall, construct vision- 
ary postulates. It is for us either to scale that wall, break through, or burrow 
under it, because there is a fertile field beyond. 
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WHAT THE COMMUNITY EXPECTS OF THE 
STATE HOSPITAL.* 


By GEORGE K. PRATT, M.D., New York Ciry. 
The National Committee for Mental Hygiene. 


Just as modern psychiatry recognizes that if the motivations, 
vagaries and management of human behavior are to be understood, 
then all the components of man—physiological as well as psycho- 
logical—must be integrated into a common whole; so also are we 
beginning to realize the need for integrating the many health and 
educational facilities of the community with the work of our state 
hospitals for mental disease if the menace of mental ill-health is 
effectually to be scotched. 

In this task of integration the progressive community is expect- 
ing—and demanding—new and increased services from its state 
hospitals that would have seemed foreign to the conceptions of a 
hospital’s functions a generation ago, but which today are rapidly 
becoming common-place. Granted, however, that some of these 
demands are fantastic and excessive, the fact remains inescapable 
that advances in psychiatric research, new view-points as to the 
interdependency of community organizations, and new theories as 
to what constitutes mental disease have all combined to widen the 
area in which the state hospital functions and to bring it closer to 
the understanding and needs of the average citizen. 

Perhaps the most insistent of the community’s demands concerns 
the state hospital’s primary obligation to restore its patients to 
mental health, in so far as progress in modern psychiatry permits, 
and to assist them to a resumption of their former status in the 
community. This obligation presupposes the dedication of the hos- 
pital—in fact as well as in theory—to a policy of treatment, as con- 
trasted to one merely of custodial care. Twenty years of nation- 
wide mental hygiene education has caused intelligent citizens in 
mounting numbers to realize that newer knowledge in psychiatry 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 31—June 3, 1932. 
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is making the effective treatment of mental disease increasingly 
possible, and these same citizens are now showing a disposition to 
become impatient with the state hospital that limits its usefulness 
to the custody of patients, no matter how humane and sympathetic 
that custody may be. Largely because of growing public opinion 
in this direction it seems a fair prophecy to venture that in another 
decade, or at most two, even our most backward hospitals will have 
included a reasonable number of modern treatment measures in 
their routine functions and that our more progressive institutions 
will have gone on to more and more active therapeutic advances. 
It is only just to state, however, that before this improvement 
can come about, the community as a whole must recognize its own 
responsibility in the matter of effecting constructive changes, and 
not unreasonably demand that the hospital attempt them unaided. 
After all, the axiom that the citizens of a democracy get only what 
they deserve in the way of public service holds as true with regard 
to institutions for mental disease as with any other institution in 
the body politic. Be it ever to the credit of American psychiatry and 
mental hygiene that only a handful of all our state hospitals are 
today in charge of superintendents who, within the derogatory 
meaning of the word, are political appointees, and whose principle, 
if not sole qualification for the job, is political “ pull.” Neverthe- 
less, the fact remains, that in more states than one likes to think, 
the policies and programs of mental institutions are in the hands 
of men who, despite kindliness, personal integrity and honorable 
tenure of service have failed to keep abreast of changing conditions 
in psychiatry and whose lethargy in this respect is reflected in the 
unprogressive attitude of their staffs and their work. In such cases 
the blame should rest largely on the community which has failed— 
usually because of its own unenlightenment— to demand a better 
quality of service and to support the hospital and its superintendent 
in those demands by bringing unrelenting pressure on the legisla- 
ture to appropriate adequate funds to make possible the raising of 
standards so much to be desired. A vigorous and wisely directed 
mental hygiene society or committee is of inestimable value in 
constituting a focal point around which public opinion can be 
rallied and given both direction and force for such a project. 
Another expectation of the community is a measure of able lead- 
ership in mental hygiene from the state hospital. The amount of 
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this leadership will vary depending chiefly on the size of the dis- 
tricts served. Approximately 70 per cent of the communities in 
this country number less than 20,000 population and in these places 
the amount of mental hygiene leadership to be assumed by the 
hospital necessarily will be large. In larger metropolitan centers, 
however, where medical schools, psychiatric research establish- 
ments, psychiatrists in private practice, mental hygiene societies 
and other facilities of the kind are found in greater abundance, the 
quantity of state hospital leadership can understandably be dimin- 
ished. In speaking of leadership, however, I should like to make a 
sharp distinction between leadership and dominance, and further, 
to point out that the term “ mental hygiene” is not synonymous 
or interchangeable with “ psychiatry.” Because mental hygiene 
stemmed originally from psychiatry it has tended to perpetuate the 
fallacy that the two were one and the same. But with current 
concepts of mental hygiene embracing attention to the building up 
of sound mental health even more than to the cure and prevention 
of mental disease, it is increasingly recognized that mental hygiene, 
although organically connected with psychiatry, nevertheless, is 
more extensive and utilizes resources outside the purlieus of con- 
ventional psychiatry or even medicine itself. 

For these reasons it is essential to keep clearly in mind that 
mental hygiene is not psychiatry, and vice versa. Leadership in a 
program of community mental hygiene, therefore, implies a recog- 
nition of this difference as well as an understanding and skill in 
the utilization and integration of those other and non-psychiatric 
resources which are equally indispensible to a balanced program. 
Dominance by the state hospital in mental hygiene tends, on the 
other hand, to the injection of a disproportionate quantity of psy- 
chiatry into a community program, and by comparison is inclined to 
ignore the contributions of psychology, social work, education, 
etc., which, it is now conceded, are essential to a rounding-out 
process. 

State hospital leadership in community programs of mental 
hygiene is to be encouraged whenever it is wise and able leader- 
ship. Fortunately, this is becoming discernibly the case in more 
and more instances. But what happens when the state hospital 
assumes leadership (or worse, dominance) when it is not prepared 
to discharge this responsibility? The answer is seen in scores of 
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communities, eager at first to invest their hospitals with this lead- 
ership and looking trustingly to them for guidance, only to be 
disillusioned by the evident unfamiliarity of the hospitals with 
extramural problems, and their incapacity to deal with these prob- 
lems any better than the community’s social and health agencies 
had been doing in the past. Disillusionment like this constitutes a 
direct incitement to unorthodox and non-medical groups to step in 
and seize leadership for themselves, justifying their action by point- 
ing to the failure of the hospitals to meet the community's needs, 

How can the state hospital live up to its assumption of leader- 
ship in community mental hygiene? It is admittedly difficult, what 
with institutional problems of over-crowding, under-staffing and 
the host of allied harassments that make nightmares of the lives of 
most superintendents. Moreover, suggestion from persons, who, 
like the writer have spent only a part of their professional careers 
within the hospital atmosphere tend to be more idealistic than 
practical. Nevertheless, such persons often are in an exceptional 
position to capture and interpret the viewpoints of well-informed 
citizens with regard to these matters, and, as many of these citizens 
see the situation, there are several things that would seem reason- 
ably within the bounds of accomplishment of any state hospital 
that really wants to live up to its obligations in extra-mural 
endeavor. 

Perhaps the first of these calls for the assignment to community 
work of a staff physician who is flexibly-minded enough to make 
the change in his thinking and viewpoint from the intra-mural to 
the extra-mural. Unless he can do this successfully ; unless he can 
also familiarize himself with the rather special clinical approach 
required for dealing with non-institutional problems of personality 
or behavior among children or of psychoneurotic maladjustments 
among adults his efficiency will be limited. Likewise, he will be 
required to learn how to properly utilize the psychiatric social 
worker in a community setting, and how to weave into his programs 
of treatment the therapeutic opportunities afforded by a variety of 
social agencies such as Family Welfare Societies, Child Placing 
Organizations, Visiting Nurse Associations, etc. The staff phy- 
sician assigned to community duty, whether in the form of an out- 
patient clinic or some other medium, also will be called on fre- 
quently for mental hygiene talks to Mothers Clubs, Chambers of 
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Commerce, Parent Teacher groups and what not. Unless he appre- 
ciates the difference between mental hygiene and psychiatry ; unless 
he already has sensed the interest of his groups in the normal as 
contrasted to the pathological, and in brief, unless he has captured 
the intangible but indispensible ‘“‘ feel”’ of community work in 
differentiation to that of the institution, he may make the mistake 
of delivering a thoughtful address on Dementia Pracox or the Care 
of the Insane, instead of the desired one on the constructive aspects 
of mental health. No indication that a speaker has so utterly missed 
his opportunity in mental hygiene education is more conclusive 
than this. 

But familiarity and proficiency with the community aspects of 
mental hygiene is not an endowed attribute. Unless the state hos- 
pital physician be a very recent graduate from not more than three 
or four particularly designated medical schools, there was nothing 
in his fundamental medical or psychiatric training to give him the 
least suspicion that a knowledge of social organization and com- 
munity procedures is as necessary for success in extra-mural psy- 
chiatry as skill in the conventional aspects of that speciality itself. 
As a result, most staff physicians detailed to community work 
approach it with little or no experience in anything but the strictly 
institutional side, and it is left to their own ingenuity and inclina- 
tion to pick up what they can, “on the job.” In the hospital where 
extra-mural activities are given recognition as vital parts of the 
institution’s service to the community, a growing practice is in 
evidence of permanently assigning one particular physician to this 
work, and relieving him of routine ward duties. But in other hos- 
pitals where community activities may be privately regarded as 
concessions to public pressure, expedient therefore, but neverthe- 
less something of a nuisance as diverting needed physician service 
from purely institutional work, the practice is to detail any staff 
member who can easiest be spared at the moment and who is 
expected to undertake this out-patient work in addition to his usual 
ward duties. There is little incentive in such practices to become 
constructively sensitized to mental hygiene activities, and it is 
through just these practices that many communities have become 
disillusioned about what they can expect from their state hospitals. 

To help state hospital physicians assigned to out-patient work 
become more familiar with therapeutic resources in the community 
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the Mental Hygiene Committee of the State Charities Aid Associa- 
tion in New York there has developed, under the writer’s direction, 
a unique training program. With the cooperation of the Commis- 
sioner of the New York State Department of Mental Hygiene 
(under whose jurisdiction come the affairs of all the institutions for 
mental disease and defect in the state) staff physicians from each 
hospital, assigned to out-patient clinic duty are sent to New York 
City for an eight weeks intensive course of training in what has 
been called “Community Relationships.” The Mental Hygiene 
Committee has arranged with a number of cooperating social agen- 
cies and clinics to initiate these physicians into the fundamentals of 
community organization and social case work methods. They are 
given didactic lecture work on agency inter-relationship and the 
utilization of these agencies in programs of social psychiatry. They 
attend staff conferences of case-working groups, child guidance 
clinics (where special emphasis is placed for their benefit on the 
psychiatric social workers’ contributions to diagnosis and treat- 
ment), of public health nursing organizations and of child placing 
agencies. Later, they actually accompany individual social work- 
ers and nurses into the homes of clients where they can observe at 
first hand the applications of the theoretical work previously studied. 
Trainees also are given instruction in the preparation and delivery 
of popular talks on mental hygiene subjects (as contrasted to the 
abnormal or pathological aspects of psychiatry) and when ready 
are given actual lecture engagements before small mothers’ clubs, 
parent-teacher locals, etc. As they acquire proficiency assignments 
are made for them to speak before larger groups, until they have 
thoroughly mastered the techniques involved in popular mental 
hygiene addresses. 

A training program of this kind can be inaugurated in any com- 
munity where social agencies and other organizations maintaining 
adequate professional standards are to be found. It is recommended 
as an excellent method of instilling within a brief time, at least a 
rudimentary knowledge of those community relationships which 
every extra-mural psychiatrist must learn to bend to his service 
if his work is to succeed. 

Yet another thing a state hospital embarking on a community 
program can do is the avoidance of promising too much. A clear 
understanding, both by itself and the community of what it is 
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equipped to do and what it cannot do will go far toward preventing 
misunderstanding. For example, if the hospital agrees to furnish 
clinic service for its paroled patients, for the juvenile court, for 
intellectually retarded children in the public schools, for adult 
problems of maladjustment of less than institutional severity, or 
for personality or behavior problems in otherwise normal children, 
then the whole issue of diagnosis versus treatment comes imme- 
diately to the fore. If, because of pressure of work or the unavail- 
ability of psychiatric social workers, psychologist or a psychiatrist 
experienced in extra-mural activities, it is not feasible to attempt to 
handle patients on an adequate treatment basis then the wise hos- 
pital will make it clear to these organizations that its service for 
the time being must be on a level of diagnosis and recommendation 
only. Failure to clarify this point inevitably leads to numerous 
attitudes of dissatisfaction by schools, courts and social agencies 
previously encouraged to assume that the state hospital would 
undertake the intensive and (if necessary) long-term treatment 
of certain cases, in addition to offering a diagnosis and a set of 
recommendations as to what should be done. Needless to say, the 
treatment of many out-patient problems is frequently a protracted 
process requiring in addition to the psychiatric examination, the 
services of professionally trained psychiatric social workers to 
function under the direction of the psychiatrist who should, him- 
self, have an adequate background of knowledge of methodology 
in community practice. There is, on the other hand, much to be 
said for a purely diagnostic service and this can be made a highly 
valuable asset to the community if its limitations are not ignored, 
But to permit a diagnostic service, even unwittingly, to be mistaken 
for treatment is to court a loss of public confidence in the hospital. 
The community also has a right to expect an educational service 
from its state hospitals. The latter should hold a place of fore- 
most prominence as an instructional center for the teaching of 
medical students not only in the intricacies of the psychoses and 
grosser abnormalities but equally for the purpose of making the 
student familiar with mental mechanisms and the psychological 
reactions to physical illness. Not less should the mental disease 
institution make its educational facilities available to student nurses 
from nearby general hospitals, as well as to the pupils in its own 
training school (if it has one). A few mental hospitals have also 
56 
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successfully experimented with the plan of making special arrange- 
ments to familiarize theological students with certain aspects of 
psychiatric problems, and although, so far as is known law students 
have not as yet been offered similar opportunity, the wisdom of 
such an alliance is so obvious that it doubtless will be only a matter 
of time before some enterprising hospital and law school join forces 
in a venture of this kind. The state hospital can also cultivate 
profitable educational opportunities through the extension depart- 
ments of colleges, universities and teacher training institutions by 
offering courses in various aspects of mental hygiene, taking care 
again to avoid undue emphasis on the psychoses and grosser 
abnormalities. 

Lastly, if the community has the right to expect certain things 
from the state hospital, the latter has the equal right to look to 
the community for reciprocal courtesies. The state hospital can 
fairly insist, for example, that in return for service the community 
will furnish intelligent and vigorous support of the institution’s 
needs in the legislature and that a body of influential public opinion 
will be marshalled to offset, if need be, the all too frequent legis- 
lative obsession that low per capita cost of maintenance is the 
criterion of success for a hospital to attain. 

The community also will be expected to be tolerant and fair- 
minded with regard to the hospital’s limitations of service, imposed 
by prevalent overcrowding, under-staffing, inadequate financing and 
comparable difficulties outside the control of the institution itself. 
Likewise, the community should be chary with criticism of the 
hospital and should withhold impulsive and often undeserved cen- 
sure until all the facts are known. Most of all, however, the 
community should be taught to develop a realization that its state 
hospital for mental disease is not an institution set apart, stigma- 
tized and shunned ; a refuge of last resort only for the irreparably 
broken minds of mankind ; but is, instead, an integral part of the 
community, serving in the interests of prevention and mental health 
as energetically as in the cure of established mental disease. The 
destinies of the community and its state hospitals are inseparably 
linked ; they have a common stake in the problems of aiding or 
restoring citizens to greater happiness and efficiency. When mutual 
recognition of this becomes widespread a long step will have been 
taken toward insuring the mental health of the nation. 


PSYCHIATRIC EXPERIENCES IN A MEDICAL 
OUT-PATIENT CLINIC.* 


By ROLAND A. JEFFERSON, M.A., M.D., 
Commonwealth Fund Fellow in Psychiatry, Denver.* 


In his recent survey of psychiatric teaching in the United States 
and Canada Dr. Franklin G. Ebaugh has elicited some very perti- 
nent facts and comments. From the deans of various medical 
schools and their professors of medicine the major criticisms of 
psychiatry are directed against its isolation and lack of integration 
with the medical profession as a whole. 

It is also their opinion that psychiatric teaching has reflected 
this condition. Too great emphasis has been placed upon the 
psychoses and too little upon the more common problems of the 
psychoneuroses and the psychology of sick life, thus neglecting the 
larger needs of the average physician. 

Sydenham once said in speaking of hysteria, ‘‘ This disease, if 
I calculate right, most frequently occurs of all chronical diseases.”’ 
Supporting this dictum are the estimates of 60 professors of medi- 
cine interviewed by Dr. Ebaugh concerning the amount of so called 
“functional illness” encountered in general medical practice. 
Opinions varied considerably with figures running from Io to 
70 per cent, but the median for the group was 35 per cent. 

Reckonings such as these may indicate where lie the major teach- 
ing responsibilities. They also point to the need for the psy- 
chiatrist’s knowing something first hand as to the nature of the 
mental problems encountered in general medical practice. 

It was with the intention of obtaining such information that the 
work upon which this presentation is based was begun. If the 
original purpose has expanded it is because it was soon learned 
that for the psychiatrist to work harmoniously within the medical 
clinic he must participate actively in the work done there, become 
integrated into the economy of the clinic. This meant the assump- 


*Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 31-June 3, 1932. From the University 
of Colorado School of Medicine and Colorado Psychopathic Hospital. 
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tion of diagnostic and therapeutic duties, an opportunity to prove 
his usefulness. Medical colleagues were thus afforded an oppor- 
tunity of witnessing the psychiatrist at work upon problems of 
common interest. Students saw psychiatric concepts and psycho- 
therapy functioning amongst patients who to all intents and pur- 
poses at least were not yet classified by them as “ nutty.” 

The work was conducted in a clinic with a daily census of 250— 
the medical department of which had an average of from 45 to 50 
visitors daily. Cases were seen by the psychiatrist in the medical 
clinic upon the request of either medical colleagues or social work- 
ers. Largely because of the interest and cooperation shown by 
co-workers in the clinic the work flourished from the start. After 
it was under way the psychiatrist took part in case conferences and 
clinics before the students, presenting his approach to the medico- 
psychiatric problems encountered. 

During the past year the psychiatrist has interviewed 132 patients. 
These have been classified as follows: Organic reactions, 20; 
mental defectives, 6; toxic reactions, 5; affective reactions, 24; 
schizophrenic reactions, 10 ; psychoneuroses, 67. In the latter group 
there were 36 conversion states, 26 anxiety states, and 5 obsessive 
states. 

The organic group was composed largely of arterio-sclerotics 
and seniles with an assortment of the less common neurological 
problems. The common complaint was pain—backache, headache, 
“ rheumatism.” The function of the psychiatrist in these cases was 
largely diagnostic. Occasionally he acted as referee for social 
agencies when disposition of the indigent was the prime considera- 
tion. A small group of cases—senile and arteriosclerotic reactions— 
were carried successfully in the clinic through a combined medical- 
psychiatric approach in which the role of the psychiatrist lay in 
effecting better social and economic adjustment of the patients. 
Colleagues and students were introduced to the value of interview- 
ing relatives, both singly and jointly with the patient. Social agen- 
cies, even employment bureaus, were freely utilized and their value 
demonstrated. 

The toxic reactions, the mental defectives, and schizophrenes 
were not treated in the medical clinic though the psychiatrist aided 
in social disposition of these cases. The majority of them were 
referred to psychiatric hospital or clinic. The number of schizo- 
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phrenes encountered was somewhat surprising. Curiously, three of 
them entered the medical clinic to obtain advice upon the mental 
condition of others than themselves, although the psychopathic 
hospital and clinic was within a stone’s throw. 

Although there were 24 cases classified as affective reactions only 
six of these could be counted unquestionably psychotic. The 
remainder were mild disorders—depressive in character—where 
the mood was more in keeping with a real life situation and where 
the capacity for social adaptation was only partly affected. These 
are the cases sometimes classified as reactive depressions. In this 
group the common situational factors were physical disease (six 
cases ), death or grave illness in the family, “ change of life,” mari- 
tal troubles such as separation, divorce, etc. Feelings of guilt were 
prominent throughout the entire group but much more accessible 
in the reactive depressions, particularly in those cases where death 
had occurred in the family. The common focus of complaint was 
the alimentary tract. 

The following case is typical of the reactive depression : 

M. W. Female. Age 50. Married. One son. Entered clinic complaining 
of pain and pressure in the pelvis. Was mildly depressed and expressed 


suicidal trends. Physical examination revealed abnormal relaxation of pelvic 
outlet, a definite need for repair. 

This patient was removed to the hospital for perineorrhaphy. Psychiatric 
contact was resumed following the operation. Investigation revealed that the 
husband was an invalid, that the patient was secretly harboring death wishes 
for him. Her feelings of guilt over this were enhanced by worry over her son, 
aged 28, who had become a stay-at-home with no social interests. He was 
exceedingly affectionate with his mother. She said, “ He treats me like a 
sweetheart.” She recognized the dangers in this attachment both for the son 
and for herself and said, “I thought of suicide as a way out for us both.” 
There were also marked feelings of guilt because of past infidelities to hus- 
band. Following aeration of this sort she improved rapidly; has promised to 
bring her son to the clinic. 


Of the 24 cases in this group, 20 were treated entirely within 
the medical clinic. Follow-up investigation through the Social 
Service Department indicates that five are now recovered, seven 
improved, four unimproved, and four lost to the clinic. 

Of the psychoneuroses, 24 were classified as anxiety states. The 
so called anxiety hysterias of other nosologies were included. The 
common symptom-complex was of the type frequently labelled 
effort syndrome with palpitation, precordial distress, flushing, 
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tremor, excessive perspiration, and light headedness. Another defi- 
nite picture was one of anxiety accompanied by flatulence, anorexia, 
choking sensations, etc. 

The commoner phobias encountered were fear of death, preg- 
nancy, insanity, tuberculosis, cancer, and heart trouble. The most 
frequent findings of possible etiological significance were coitus 
interruptus (8 cases), frigidity (6 cases), autoeroticism (5 cases), 
premature ejaculation (5 cases), and impotence (2 cases). Physi- 
cal disease occurred as a real basis for fear in only two cases. Here 
again fears of economic disaster must be mentioned. Since it was 
almost universally encountered I know not how to correlate it 

The following case history is presented : 


H. R. Male. Age 24. Married. Entered clinic complaining of dizziness, 
faintness, pounding heart. He thought he might be suffering from carbon 
monoxide poisoning. X-ray revealed old osteomyelitic and periostitic changes 
in the left femur. Otherwise physical examination was negative. 

Investigation disclosed that for the past two years patient had been having 
difficulty with his wife. He was out of steady work while she had a job. 
She criticized him on this score and either refused to submit to intercourse or 
demanded that he practice withdrawal. The wife was subsequently interviewed 
and it was found that she greatly feared another pregnancy because she had 
previously given birth to a child with congenital club foot. She blamed her 
husband for this because at the time of conception he had suffered from a 
“leg disease.” She was disarmed of this fear, appeared willing to cooperate, 
and was sent to maternal hygiene clinic where she was given contraceptive 
advice. Subsequent interviews with patient revealed no improvement and it 
was learned that the wife persisted in withholding intercourse. Upon a second 
interview she admitted she no longer loved her husband, and had taken up 
with another man. A joint interview brought the situation into the open—a 
separation was decided upon. The patient improved after this, particularly, 
I believe, because the family sided with him in the break. Later he appeared 
well and told me, “I’ve found other interests.” 


Follow-up studies in this group indicate that of the 26 cases eight 
are recovered, Io improved, five unimproved, and three lost to the 
clinic. 

The largest group was composed of conversion states, or hysteria. 
Whereas in the anxiety states the major complaints centered about 
the heart, in the conversion states the alimentary tract, particularly 
the stomach, was singled out for emphasis. Complaints, such as 
abdominal distress, nausea, vomiting, anorexia, and constipation, 
were extremely common. Another reaction frequently encoun- 
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tered was of the type so often diagnosed as neurasthenia or chronic 
invalidism with a general let down feeling, pain in the back of the 
neck, weakness in the knees, etc. 

By far the commonest single complaint was pain, the preferred 
anatomical localizations for it being back, side, head, and abdomen. 
There were but three cases of classical grand mal, three of globus, 
one of aphasia, and one of paralysis. Six cases showed paresthesias. 
In other words the cases so frequently described in text-books were 
distinctly in the minority. 

Etiological factors were more difficult to elicit, treatment less 
adequate. Definite disturbances in sexual adaptation were found 
in 16 cases, frigidity and autoeroticism being the most frequent. 
History of major surgical operations was present in more than half 
of the cases, one having successfully survived six. The following 
case is of interest : 


J. W. Female. Age 17. Entered clinic complaining of pain in the region of 
the coccyx and in the right arm. History of previous injury in both areas. 
Physical examination completely negative. 

It was learned that this young woman was living with her mother, age 43, 
and step-father, age 39; that for months the stepfather who was unemployed 
had been returning home after escorting his wife to work in order to make 
love to the patient; that he had succeeded in restricting her social life on one 
pretext or another so that the patient would be more and more available in 
the home. Interview with patient’s mother was confirmatory. Her coopera- 
tion was elicited in the establishment of a program whereby she regained her 
normal social outlets. In the meanwhile intensive therapy was undertaken with 
this patient. She was 12 years old when her mother and father separated, at 
which time she went with her father to “ keep house” for him. Shortly after 
she developed a “ paralysis of the right arm” following a fall. This lasted 
several months. In the meantime the patient was shunted about among her 
father’s relatives, finally returned to her mother who had since remarried. 
It was learned that for years the patient had been living an active phantasy 
life peopled with imaginary characters, some of whom she has since come to 
recognize as ideal images of father, mother and herself. Though it would be 
an over statement to speak of this patient as recovered she is making an 
excellent adjustment free from pain or other symptoms for the present. 


Thirty-one cases in this group were treated in the medical clinic, 
of which seven are apparently recovered, 10 improved, eight unim- 
proved, and six lost to the clinic. 

The number of obsessive compulsive states seen during the year 
were very few, only five in all. Two of these were referred to 
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the psychopathic hospital. Therapeutic results in the remainder 
were not overly encouraging. The following case, however, illus- 
trates how an acute episode in the course of the disease was 
managed : 


J. H. Male. Age 40. Single. Unemployed. Entered clinic complaining of 
toothache, decayed teeth. Following extraction of the teeth he developed ex- 
treme restlessness, cold hands and feet, a panicky feeling and a throbbing 
sensation in the abdomen. He said, “It goes right down into my genitals.” 
Because of these symptoms he was referred to the psychiatrist. It was learned 
that several months before he had visited a dentist who told him the teeth must 
come out. At this time he became quite agitated and decided to try to save 
them by his own methods, spending much time, energy, and money on mouth 
washes, dentifrices, etc. As this occupation persisted it grew in intensity and 
the patient became more and more preoccupied with the subject of teeth. He 
thought of it constantly and compared his own teeth with those of others, 
becoming jealous of those with good dental equipment. This envy was par- 
ticularly strong in regard to his brother, age 35, who is married, lives with his 
wife and children in the same house as the patient and contributes to his 
support. 

The patient is the oldest of a famil, 
parents. As a boy was shy and backward about mingling with “the gang.” 
He has a vivid memory of his maternal grandmother who had false teeth 
and who was wont to tell ghost stories to the children and illustrate them by 
making ugly faces with her teeth removed. The patient recalls being fright- 
ened by her and particularly by her false teeth. 

He has always been industrious and has taken pride 
aged parents. He said, “I’ve always been a home boy and count it my great- 
est pleasure to have been able to love and care for my parents.” He has 
never felt like marrying because of this attachment, saying, “I have a girl all 
picked out back East and maybe if I’m not too old I'll marry after my 
parents die.” But further questioning revealed that this girl is not aware of his 
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plans ; indeed, he has not seen or written to her for several years. 

Masturbation began when he was very young and he has struggled with it 
ever since. On a few occasions he has sought intercourse with prostitutes but 
these attempts have been failures 

When asked concerning his activities during the war he stated “I was a 
spy, if you must know,” but further questioning elicited, “I worked on my 
own.” Then with tears in his eyes he related the story of the death of a 
“ buddy ” in France. 

The patient’s own reason for his anxiety over the loss of his teeth was the 
feeling that he looked badly without them, that people were laughing at 
him. He hated the idea of false teeth. ‘“ People will still | 

Further investigation brought out an association of the grandmother with 
masturbatory activity. She had surprised him in masturbation, had thoroughly 
frightened him with threats of castration and ill health. The fear of 
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edentulation was established as a displaced fear of castration. His sexual 
maladaptation and feelings of organic inferiority had served as accentuating 
factors. The panic state was rapidly resolved after a few interviews—par- 
ticularly when the early fears centering about masturbation were uncovered. 
He has since returned to work, is the possessor of a good set of plates and 
no longer worries over the loss of his teeth. Such a result though not in any 
sense a cure is none the less worth while. 

In general the work so far may be considered best as a demon- 
stration. Its chief value in my opinion has been as an integrating 
type of activity whereby the psychiatrist and internist have met 
upon common ground to consider joint problems. As a result 
there has developed better understanding and cooperation with 
profit to all concerned. 

My great hope for the future lies in the prospect that work of 
this kind may be integrated more closely with medical teaching. Sir 
Arthur Newsholme has recently called attention to the need for 
“a study of the patient from a psychic, social, economic, and occupa- 
tional standpoint, if his illness is to be accurately diagnosed and 
satisfactorily treated.” It has been my experience that the average 
medical student of today is willing, even eager to accept this postu- 
late. He lacks only the opportunity to learn what it means in terms 
of practical application. His knowledge of the function of social 
service and the utilization of social forces and institutions in coordi- 
nation with medical practice is sketchy to say the least. The same 
may be said for his grasp of the essentials of psychotherapeutic 
technique ; indeed as a rule he has developed no technique whatso- 
ever and must learn willy nilly through the exigencies of actual 
practice or not at all. His needs must be met through adequate 
medical teaching, not only in the lecture hall but in the clinic. To 
my mind there is but one place for the psychiatrist in accepting his 
share of this responsibility and that is in the general medical 
clinic. There through integrated medical teaching the student may 
approximate that ideal attitude which we have learned to associate 
with Meyer’s concept of the total personality. 

Under the inspiration and guidance of Dr. Ebaugh a plan 
whereby this may be accomplished is under way at the University 
of Colorado School of Medicine. Part of the clinical work in psy- 
chiatry is being conducted within the medical clinic. The student 
under supervision is then give an opportunity not only to see case 
material but to engage actively in therapy upon selected cases. He 
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is thereby learning something of the technique and practice as well 
as theory, something of the value of interviewing relatives singly 
or jointly with the patient, some conception of how social service 
and allied agencies may be utilized, and particularly some idea of 
how to approach the patient so that his confidence may be won, the 
ground work for constructive therapy laid down. 

Although the work so far has been limited to the medical clinic 
there is undoubtedly room for integrated psychiatric activity in the 
gynecological and other special clinics. I believe that work of this 
type should permeate through the entire clinic if medical teaching 
is to meet the needs of the physician of the future. 
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A MENTAL HYGIENE CLINIC IN A GENERAL 
HOSPITAL. 


By GEORGE H. REEVE, M. D., CLevecanp. 


During the last five years, the Mental Hygiene Clinic at Mt. Sinai 
Hospital has operated upon the basis of meeting the needs of the 
patient and the referring agent. This was set forth as the prime 
objective. During this time, there has been a continuous change 
taking place, a change that is noticeable upon the part of the 
patients, medical profession, and the social worker. 

It is not unusual to have a patient say: “I have tried many 
doctors and medicines. They do me no good. I think my trouble 
is nervousness. My people say that I imagine things.” Patients are 
making their own applications for treatment, either directly or 
through the social agency rather frequently. That this indicates an 
increase in understanding and appreciation of psychiatry is evi- 
dent. It is also apparent that the patient of today evaluates his 
therapist. He is coming to more and more recognize that mental 
disorders are to be classified as illnesses and not as a stigmata. 

The medical profession is coming to acknowledge that physical 
disease is so conditioned by emotional attitude upon the part of the 
patient that cooperation with the psychiatrist is desirable. This is 
especially noted in those chronic cases where the patient encounters 
difficulty in adjusting to his invalidism. 

The social worker in the community, as she comes to understand 
better the underlying factors that relate to her client’s mal-adjust- 
ment, requests information as to just how she can manipulate the 
patient’s environment to his benefit and at the least cost to the 
community. 

I shall attempt to set forth the development of the clinic over 
a period of 12 years, showing the changes that have taken place in 
personnel and in emphasis. At inception, the clinic was known as 
a neurological clinic and was conducted by a physician primarily 
identified as an internist but who had exceptional understanding 
of emotional factors entering into disease processes. This was con- 
ducted over a period of several years, and was then taken over by 
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a neurologist and maintained as a combination clinic of neurology 
and psychiatry until 1927. At that time, it seemed desirable to make 
a clear demarcation between the neurology and psychiatry so that a 
division was made, placing psychotic, psychoneurotic, constitutional 
inferiors, feeble minded, and behavior problems of children in the 
clinic, thereafter known as the Mental Hygiene Clinic. Epilepsy 
was arbitrarily assigned to the Neurological Clinic. 

The clinic consists of two part-time psychiatrists; a part-time 
psychologist ; and two full-time psychiatric social workers. In addi- 
tion, there are three psychiatric social workers in training. Inas- 
much as a great portion of the work is in conjunction with social 
agencies, the case load is fairly well balanced. 


I. 


In a general hospital out-patient practice, there is a variable load 
of chronic cases demanding much time and attention of the doctors, 
These patients usually have accompanying psychoneurotic symp- 
toms. This aspect of their difficulty may be incident to the organic 
involvement, or may be concurrent. In any instance, the patient 
becomes a medical and socio-psychiatric problem. At Mt. Sinai, 
the staff is well aware of psychiatric implications, so that it has been 
possible to coordinate treatment of such chronics as come under the 
above classification. 

The procedure consists in a careful study of the case from the 
detailed social history to an evaluation of the psychological and 
psychiatric factors, as well as the physical implications. The pro- 
cedure is explained to the patient upon the basis that an effort is to 
be made to treat the condition from all possible points of vantage, 
that an understanding of the situation will make it possible to out- 
line a program with him for following the progress of his disease. 
This is to include such socio-psychiatric factors as may be affecting 
his response to treatment. Illustrations are often used at this point, 
such as the possible effect of a nagging wife, or financial difficulty. 

The patient is always seen by appointment. In the beginning, 
this may be every week. Later, the periods are lengthened until 
some attend once in six or eight weeks. The length of intervals 
is dependent upon the organic involvement and upon the attitude 
of the patient toward his illness. 


I 
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Case No. 74.—Pulmonary tuberculosis (chronic). White female, 23 years 
old, single, Jewish. She was known to the medical clinics for over five years 
prior to her referral to Mental Hygiene. Her visits to other clinics since that 
time have been for bronchitis, burned foot, and fissure in ano. Her visits to 
Mental Hygiene have been upon the average of once per month. She ac- 
cepts her invalidism too readily, it is true, yet it seems that she is better 
satisfied and her present attitude is improved as shown by her increase in 
weight and a manifest interest in social activities, such as dancing and card 
playing. 

Case No. 234.—White female, 55 years of age, widowed. Findings in this 
case by the medical department : arthritis, obesity, ventral hernia, lipoma. She 
had been seen oftener than once in two weeks in the medical department. 
Since being seen in the Mental Hygiene Clinic, she has been to the medical 
department once every two months and to the Mental Hygiene Clinic about 
once per month. Comparatively little difficulty was encountered in demon- 
strating to this woman the relationship of her attitude to her illness and to 
her environment. As a result, she does not find it necessary to beseige the 
medical department as previously. 


Again, a patient may be attending a special clinic for the organic 
involvement and the Mental Hygiene Clinic will take over the 
adjustment of the patient to his illness. 

Case No. 30-184.—White male, 34 years of age, married. Diagnosis: mitral 
stenosis and aortic insufficiency. Known to the medical department for five 
months. Referred to Mental Hygiene for a determination as to the type of 
work he might do, taking into consideration his handicap. Visits were con- 
tinued at less frequent intervals at the Medical Clinic, and, at the same time, 
he attended Mental Hygiene about once per month. 


Detailed study of 12 cases selected as representing a cross sec- 
tion of the group under discussion, gave the following findings: 


Number of clinics involved after referral to Mental Hygiene: 


Patients seen in fewer medical clinics.............ccccccccsccsceces 3 
Patients seen in the same number of medical clinics.............. 4 
Patents: more medical 5 


Frequency of visits to other clinics after referral to Mental Hygiene: 
Patients whose average frequency of visits to medical clinics decreased 4 
Patients whose average frequency of visits to medical clinics re- 


Patients whose average frequency of visits to medical clinics in- 


* Of the five patients who were seen in more medical clinics after referral to 
Mental Hygiene, four had acute or chronic conditions necessitating medical 
treatment. 

*Of the six patients whose average frequency of medical visits increased 
after referral to Mental Hygiene, four had acute or chronic conditions neces- 
sitating medical treatment. 
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Patients whose medical visits ceased entirely for a period: 
Patients whose medical visits ceased for a period of 1 to 6 successive 


Patients whose medical visits ceased for a period of 6-12 successive 

Patients whose medical visits ceased for a period of 12 or more 


Of the two patients who at no time were seen in Mental Hygiene 
without medical contacts at the same time, one had acute physical 
disorders, necessitating medical treatment. 


IT. 


During the last five years, 1323 cases have been examined. Of 
this number, there have been no less than 216 cases in which raore 
than one member of the family have come to our attention. The 
number examined in any one family runs from 2 to 11. Until 
September 1931, the clinic existed in two distinct divisions: one 
known as the Adult Clinic ; the other as the Children’s Clinic. Fol- 
lowing a study* of families, made by our chief psychiatric social 
worker, an interaction upon the members of the family group was 
indicated, and it was considered advisable, as a saving of time, to 
have the psychiatrist who attended one member of the family care 
for all members of the same family coming to the attention of the 
clinic. Thus, in a sense, the clinic became a family clinic from the 
standpoint of procedure rather than an individual clinic. When 
there was a problem child to deal with, it was not sufficient to deal 
with the child alone. Often, it was necessary to deal with the par- 
ents. It was evident that in so far as the parents were a conditioning 
factor in the situation, they were in one way or another attempting 
to satisfy an emotional need of their own. Thus, they often inter- 
fered with the child’s gaining emotional satisfaction in a socially 
acceptable manner. Thus, it became necessary to evaluate the 
parents’ needs that it might be possible to assist them in the adjust- 
ment of the child. 


I think of a mother, CAsE 32-43, with a two-year-old boy who adopts her 
sister’s three-year-old illegitimate daughter so that she can “ relive her life 
in a girl.” This woman’s children came to the attention of a local social 
agency because of inadequate care. The mother was cooperative and anxious 
to do whatever the social worker advised but it was noted that she was un- 


*Grace Grossman—“ The Mental Hygiene Clinic Examines the Family.” 
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reliable, vascillating, and failed to carry through the plans. Examination in- 
dicated that she was strongly tied to her father and rejected the mother and 
older sister. 


CasE No. 30-294 came to the Mental Hygiene Clinic because of nervousness 
and a husky voice. Examination indicated that his difficulty was definitely con- 
ditioned by the family situation. His wife was frigid. The two boys, ages 3 
and 7, were enuretic. The wife had formed a strong attachment for the maid 
although no overt act had occurred. The maid attempted suicide when the 
woman criticized her. In this situation, the maid also became a patient. The 
psychiatrist established himself in a rdle that, to all appearances, meets the 
needs of all concerned. The woman, at times, writes confidential notes to the 
doctor, telling of her problems, and the reactions of other members of the 
family. She is being treated at a somewhat deeper level than the other mem- 
bers of the family. The man accepts the psychiatrist in the role of a councilor ; 
the boys as “ my doctor.” 


You will grant, I believe, that this is a difficult case, and that the 
prognosis is none too good. In this instance, as in many others, 
the psychiatrist has been able to establish a working relationship 
with the various members of the family. It is easy to conceive of 
situations where this would not be possible. Undoubtedly, and 
justifiably, you will raise the question of relationship between 
psychiatrist and the patients. This becomes more difficult as treat- 
ment comes to deal more and more with material that is concerned 
with existing conflicts. However, one should keep in mind that this 
particular out-patient clinic does not offer psychoanalysis as a rou- 
tine treatment although interpretations of situations are formulated 
upon the basis of psychoanalytic psychology. 

The psychiatrist becomes familiar with the social history and 
the reactions of the individual members of the family group. He is 
able to evaluate the changing reactions and meet these changes 
either directly or through the social worker. It, of necessity, 
requires a viewpoint upon his part of the family group as well as 
the individual. It involves conditioning of the environment and the 
individual to the extent necessary in effecting an adjustment that 
is at least satisfactory to the community. It would seem that in 
such an approach the total effort is less and the results better than 
attempting to deal with the members of the family one at a time or 
to have them treated by different psychiatrists. Difficulty may 
atise, competition for the attention of the psychiatrist, or rejection 
may occur. Under these circumstances, it undoubtedly will be 
necessary to use more than one therapist. 
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It has become increasingly evident that in this clinic social work- 
ers can be and are of vital importance. This is especially true 
where the problem is treated from the environmental viewpoint as 
well as the strictly psychiatric. It becomes more and more evident 
as the training in various schools equip them to understand the 
patient and the psychiatrist. With this point in view, the clinic has 
been conducting a series of observations with the hope of develop- 
ing a technique that will facilitate treatment without loss to the 
patient and with an increase of efficiency both in the matter of 
numbers treated and results obtained. 

This is the procedure: The social worker, while obtaining the 
social history, develops an understanding of the problem as it 
appears in its social aspects. The idea of consultation is presented 
to the patient and the psychiatrist brought to the patient’s atten- 
tion as a consultant. Then, the patient comes to the psychiatrist 
with the social worker and the psychiatrist indicates to the patient 
three factors that require evaluation ; the psychiatric examination; 
the psychological study; and the physical examination which has 
already been completed. The psychiatric examination is explained 
to the patient upon the basis of emotional factors that may be con- 
ditioning the patient in his reactions to the situation. To the patient, 
it may be said—‘ Our adjustment to our environment is condi- 
tioned by our emotional needs. Emotional needs are the satisfac- 
tions you expect out of your every day life. If these are not met 
in a reasonably satisfactory manner, one encounters difficulty. Now, 
in what way are you unhappy or dissatisfied? ”’ Then, without 
waiting for an answer, it may be said to the patient. “ What are 
your troubles or worries’”’ This, of course, is only an example of 
the approach, because, after all, it is predicated upon the leads 
given in the social history and the impression the psychiatrist has 
already obtained of the patient. 

From this point on, the usual sort of psychiatric examination is 
conducted, excepting that the social worker is not only present but 
is incorporated in the examination. One other point which should 
be mentioned here is the fact that the seating arrangements during 
the interview seem to be rather important. Patients talk better 
if the social worker is nearer the patient and geographically aligned 
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with the patient. When the examination is near completion, the 
psychiatrist presents to the patient the desirability of a psycho- 
logical test. This is often presented to him as such. If he is not 
familiar with the implication, it is explained to him as a test of 
capacity, an evaluation of the capacity but not necessarily of the 
use he makes of his intelligence. If it is evident that he will not 
be able to grasp such an explanation, then he is told it is a proce- 
dure by which we attempt to evaluate his abilities, perhaps at an 
occupational level. The patient is also told that a physical exami- 
nation had been desired so that a clear understanding of this aspect 
of his difficulty might be obtained. The above procedure adapted 
to the characteristics presented by the patient has been singularly 
successful. 

The social worker is given an evaluation of the findings. She 
adapts them in her evaluation of the needs of the patient in his 
environment and the possibilities he presents. If the patient is to 
return for treatment, the social worker is present during the subse- 
quent interviews. The social worker finds that this procedure is 
invaluable upon the basis that she gains finer lines of values, and 
at the same time there is maintained a continuity of treatment that 
cannot be had in any other way. 

How does the patient react to this joint interview? “ Do you 
object to the presence of the social worker? Do you find it difficult 
to talk under these circumstances, or do you prefer talking to the 
psychiatrist alone?” To these questions, the patient, as a rule, 
replies that he does not object or, in some instances, he declares 
that the situation is made much easier for him if the social worker 
is present inasmuch as he has talked to her on previous occasions. 
In a very few instances, the patient states that he would prefer to 
talk to the psychiatrist alone, but in most instances, the social 
worker is accepted. Recently, an eighteen-year-old girl said—“ It 
would be easier for me to talk if one of the social workers were in 
here.” 


| 
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Dr. Puitip Smitu (New York City).—These papers have been instruc- 
tive and have dealt with this whole question of out-patient clinics and after 
care of patients in an efficient, comprehensive way, so that I feel a little diffi- 
dent about making comment. Reference has been made to the marked changes 
which have taken place during the past three or four decades in regard to 
treatment in our state hospitals. I think anyone who has had a long hospital 
career is fully aware of the various things which have taken place, both in 
regard to medical treatment, to nursing and occupational therapy, and to the 
various after care and preventive measures which are taking place. 

Dr. Pratt especially called attention to the fact that the state hospital now 
has emerged from its former condition of isolation and with all these internal 
improvements more is expected of it, both by the community and the hospital. 
The hospital is no longer considered a place of detention, but is looked upon 
as a place of treatment from which various measures and movements must 
arise in order to increase the efficiency in the community, and from which 
certain things must be directed in regard to combating mental disease. 

It is generally known what the intramural activities are and also that extra- 
mural activities are gradually on the increase. The first steps in the direction 
of extramural activity took place about 1905 under the direction of the State 
Charities Aid Association when Miss Louise Schuyler initiated the move- 
ment which resulted in the establishment of out-patient clinics and general 
after care. The first measures in this direction were the establishment of 
mental hygiene clinics in connection with various hospitals. From this an 
after care agent arose and subsequently this developed into our modern psy- 
chiatric social worker. The clinic at first was distinctly for the care of pa- 
tients on parole. It has gradually outgrown that particular feature and we 
find it extending into prevention and various other activities. That is, it is 
extending not only along educational lines but economical and various other 
social activities. 

The idea of prevention is not a new one. It was recognized early that pre- 
vention was necessary in order to do something for patients in state hos- 
pitals. As early as 1838, I think, in Worcester they began some movement of 
that kind. Through all these activities we find that there has been an in- 
creasing number of people in state hospitals which has resulted in a large 
economic burden upon the community and larger hospitals have to be created 
and still will have to be created. I think the keynote lies not in caring for and 
treating patients, but in preventing their having any mental disorders. We are 
taking strong measures in this field and the establishment of the extramural 
clinic is a strong step forward in that direction. In order to work along these 
lines it is necessary to have adequate and efficient personnel. The large re- 
sponsibility of performance of such work falls upon the state hospital, and 
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although various private organizations and general hospitals have entered the 
feld and are doing valuable work, unfortunately, the state hospitals must do 
the larger part of it. They, however, are not fully equipped and arrange- 
ments must be accomplished in the assignment of definite numbers of 
physicians. 

In the beginning, when this work was first started, haphazard selection was 
usually made of a physician to take charge of parole work and also to take 
charge of the preventive work. I feel that it is necessary that a man should 
have definite training and personality and should be especially qualified for 
this work. The hospital has outgrown its former bounds and it is now enter- 
ing upon an educational program, and this should be continued in regard to 
the dissemination of knowledge, especially in relation to mental hygiene. 

The public should be educated as to what we are doing in state hospitals; 
they should know exactly what the aims of our clinics are, and we should, 
in every possible way, cement the relationship between the outside public 
and the general hospital. It is especially essential that the cooperation of the 
medical profession be obtained, also the cooperation of any of the other outside 
agencies which are doing work in mental hygiene. 

In some of the foreign hospitals, prevention has been carried on to a greater 
degree than in America. When I was in Paris, I went to the hospital of 
St. Anne and they had a large out-patient clinic which was under the direction 
of a medical and a social service staff. It was under the direction of Professor 
Toulouse. When I was there, I was informed that annually there were over 
20,000 consultations with patients. These were largely of the incipient class 
and were followed up by a corps of social workers and kept adjusted on the 
outside. In many cases cures resulted or they were prevented from entering 
the hospital. 

A feature we have not developed in America to any great extent is the care 
of the chronic patients in the community. That is another thing which we find 
in foreign countries. In connection with one of the hospitals in Berlin, I 
found there was an outside service under the direction of a particular phy- 
sician and over 300 patients were farmed out, so to speak, in families that 
were receiving a certain amount of compensation for the care of these pa- 
tients. That feature has to a degree been initiated in this country in the 
establishment of colonies in connection with state schools. It has also been 
advocated in connection with state hospitals, but has not made any great 
progress. I feel that it warrants a further trial in that direction because it 
will undoubtedly be a step forward in lessening the economic burden upon 
some of the people here. 

I have been speaking mainly, of course, about work in New York State 
hospitals because I am most familiar with that. I am not unmindful of the 
work which is being carried on in other states, and there are various private 
organizations and agencies which are working along lines similar to which 
we are working in our state hospital. Contact should always be made and 
close cooperation should be maintained so that the valuable assistance which 
these organizations give may be utilized in the care of patients whom we are 
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not able to follow with the personnel of our state hospitals or who would not 
come to our institutions and are better managed or better supervised by 
just such organizations. 

In regard to the organization of a clinic, it is essential that some regular 
system should be carried out in that direction. I have always felt that a 
physician from a hospital should be designated for this work rather than 
have a haphazard selection, and that he should have the direction of the 
paroled patients and also of the new patients. Objection has been raised to 
such procedure on the ground that such a physician becomes disassociated in 
the general hospital, but I feel that his contact with the hospital is main- 
tained in that he will have charge of the paroled patients, will have charge of 
the social service workers who are in connection with that particular branch 
of work, and will also be able to keep in contact with the hospital by re. 
turning the patients. 

The whole subject of out-patient work, however, is still in its early stages, 
Progressive development must take place. It is necessary to feel our way and 
various methods must be tried, some of which will have to be discarded. 
others will have to be elaborated. The hospital, I feel, should remain the 
central point from which all these activities emanate. A large field lies be- 
fore us for the accomplishment of efficient work and for reaching results in 
the prevention of mental disorders and maintenance of mental health. 


Dr. WINFIELD S. FARMER (Nashville, Tenn.) —Mr. President and Gentle- 
men: I enjoyed the papers of Drs. Reeve, Jefferson and Pratt, and can 
only emphasize what they said. I got into this business late in life. Fora 
quarter of a century, I was a country doctor, a good deal of the time far re- 
moved from a railroad. I practiced on horseback, carrying my medicines with 
me. Finally I rode into what was called the asylum in 1916, and I have been 
there ever since. ; 

The year after I took charge of the institution, I suggested to the dean of 
Vanderbilt University, and he approved, that we do all the clinical teaching 
at the Central Hospital, which has been done for a number of years. Each 
year the students for a number of weeks get two hours every week of clinical 
teaching at our institution, not only in the diagnosis of mental troubles but in 
this prevention. 

This work has accumulated until the various high schools, Peabody and 
the various normals, Vanderbilt Medical School, all come to our institution 
for instruction in the prevention of mental diseas« 

Into these clinics for the different schools, we bring a group of dementia 
przcox cases, pellagrins, manic depressives, and cases general paralysis 
of the insane. We tell these young people they had better study mental hy- 
giene, as keeping out of a hospital for the insane is like going to heaven—it 
is a straight, narrow way. 


Some writer a few months back said that one person out of twenty-five 
would have a nervous break-down sometime during his life. To show you 
how I impress the subject of mental hygiene upon these voung pe ople, I want 


to give you one illustration. For instance, we have a mixed class, we have 


l 

ft 

) 

f 


1933] DISCUSSION 849 


several young ladies in the class who are grown, that are ready to complete 
their course and select a partner for life. I frequently say to these young 
ladies, ‘“‘ Suppose there are 100 young men in this room and you are willing 
to marry any one of that 100. Ten or twelve of them have syphilis and if you 
marry one of those ten or twelve, you may get in a hospital for the insane 
yourself. Mental hygiene will teach you how to marry. I will leave that 
with you. Study that out. Perhaps you say you will never get in a hospital 
for the insane. I have numbers of patients on the other side who were just as 
beautiful, just as virtuous, just as intelligent as you are, who got there on ac- 
count of marrying the wrong man. 

One other thing, I feel it has done a great deal to stimulate the study of 
mental disease in our part of the country. That is our work with the courts 
of middle Tennessee. So far as I know, the Central State Hospital at Nash- 
ville is the only hospital in the United States that refuses to take a fee in 
criminal cases. We started this work in 1920. If any lawyer or any court 
wants to know our opinion about a case, we refuse to have anything to do 
with the case unless the court sends that case to us and leaves it with us for 
a period of observation. We usually demand from thirty to sixty days or 
even longer. At the end of that time, we return that case to the court with 
our findings and we make a written report and send a copy to the attorney 
general and one to the attorney for the defense, In 75 per cent of the cases, 
we are never called into court and they accept our statement. This of itself 
has done much to stimulate our courts, our prosecuting attorneys and the 
legal profession of our state not only in psychiatry but in mental hygiene as 
well. 

Many times we have some criminal for observation from court and we 
present that man to the various classes as a clinic, sometimes to a high school, 
sometimes to other schools. We make it a rule never to express an opinion 
about a case sent us from court until we are ready to return that case to the 
court. But we allow these pupils of the schools and the teachers to question 
that man and make their own opinions. We reserve ours until we are ready to 
make the report. By so doing, it teaches them the relation of mental disease 
to crime. 

These are some of the few things that we are doing at the Central Hospital 
at Nashville. While our hospital is small, we have 1475 patients and three 
physicians and we cannot go out to the neighboring towns to hold clinics, but 
nearly all the neighboring towns come to us. At the time I took charge of the 
institution, it appeared to me that a superintendent of one of our hospitals for 
the insane had neither political prestige nor was he believed on oath when he 
got on the witness stand. But after the experience of several years and after 
showing the people that we are deeply interested from a scientific standpoint, 
I believe there is a better feeling in our state toward the state hospitals which 
will eventually lead to better laws in our state in regard to mental disease. 


Dr. C. P. OpeRNDOoRF (New York City).—Mr. President, slowly but inex- 
orably the gap is being bridged between the state hospital and the outside 
world, and one of the most important factors in bringing this to pass, aside 
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trom the work of the state hospitals in their out-patient work, is the type of 
endeavor outlined here today by Drs. Jefferson and Reeve. 

Some nineteen years ago at Mount Sinai Hospital in New York City an 
out-patient psychiatric clinic was formed. In these nineteen years it has grown 
immeasurably. The function of this clinic has been not only to take care of 
those cases which have mental factors complicating their physical disorder, 
but also to form a continuity agent between the out-patient clinic and the 
hospital. In our organization the chiefs of the hospital psychiatric service also 
serve in the out-patient department, and in that manner form a liaison with 
those cases referred to the hospital from the out-patient clinic and vice versa, 

Every service of the hospital from orthopedics to dermatology, from sur- 
gery to medicine, finds occasion to call upon the psychiatric service for psy- 
chological problems complicating the obvious physical condition. 

One of the functions which we feel we have accomplished has been to bring 
to the general physician’s attention insistently the psychic factors complicating 
these cases. The staff was at first very slow to recognize this need, but gradu- 
ally it has come to appreciate the help contributed by the psychiatrist who 
studies the psychological aspects. This is particularly noticeable in the surgi- 
cal wards where now they are beginning to call on the psychiatrist before 
the patient has his appendix removed, instead of subsequently. 

There is apparently no limit to the extent to which psychiatric work in the 
out-patient clinic can be extended. We found that an out-patient occupational 
therapy department can function successfully and is of value not only in keep- 
ing patients occupied therapeutically, but through this agency, many patients 
who might otherwise have been committeed, were able to remain at home 
The housewife, relieved of the necessity of caring for such a person during 
the morning hours, was able to do her routine work and did not insist on send- 
ing the patient to a state hospital. This care by the out-patient clinic has 
gradually been extended to recreation activity for patients in the form of clubs. 
These clubs for patients meet at a nearby settlement house once a week. In 
addition, picnics, theatre parties, etc., are provided. In this way we are able 
to give an anchorage to mentally sick persons who otherwise would be left 
footloose. 

The out-patient clinic keeps a number of people out of the state hospitals 
and emphasizes the great necessity for a half-way house, not for the patients 
coming out of the institutions, but those who might become inmates. Some day 
with the extension of our work, perhaps along the European lines, possibly 
along more distinctly American lines, such half-way houses will be actualities. 

The question was raised by Dr. Reeve, I think, of the validity of psycho- 
analysis in out-patient clinics. We tried to treat patients psychoanalytically 
in the out-patient clinic but it has not been as successful as one might desire. 
We have been able to assign a skilled psychoanalyst to treat three cases three 
times a week, giving a half to three-quarters of an hour to each patient. He 
was able to readjust these cases on a basis of a profound psychoanalytic insight 
into their troubles. The cases suffered from psychoneuroses- compulsion 
neurosis or conversion hysteria. Up to the present time, we have not been 
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able to find personnel fully trained to perform psychoanalysis and give the 
amount of time which is required for orthodox psychoanalytic treatment in 
the out-patient clinic. The solution for the treatment of patients requiring 
psychoanalysis appears to be the establishment of psychoanalytic institutes 
patterned after those now existent in Berlin, Vienna and London. 


Dr. Georce S. STEVENSON (New York City).—In emphasizing as Dr. Pratt 
has done the distinction between psychiatry and mental hygiene, it is well to 
consider what groups within the community are dealing with human beings in 
need or in trouble. Any person dealing professionally with such humans is 
by virtue of that job forced to deal with mental hygiene problems with human 
motivations and will continue to so function. Dr. James Plant emphasizes the 
point that mental hygiene in its first line resides in the highest, most pro- 
gressive, most up-to-date type of education, social service, probation, court 
work, theology and general medicine. In the papers of Dr. Reeve and 
Dr. Jefferson this same distinction holds good. It is very easy for the psy- 
chiatrist to go into another department of medicine or to go into a college 
and deal with students as psychiatric procedures, but leave mental hygiene in 
the broader sense untouched. The psychiatrist who merely practices psy- 
chiatry, who has no influence on the faculty, the classroom, recreational life 
and the emancipation problems of the student in general, is neglecting a major 
part of his mental hygiene opportunity. 

Likewise, the physician who goes into any department of medicine, picks 
out cases that fit into well known psychiatric classification and stops at that 
point, is missing a large opportunity in mental hygiene that resides there. 

It is not merely the etiological existence of a mental factor in a complaint, 
or a medical problem that is important, the problem may be entirely organic 
and still the mental hygiene opportunities may reside in the circumstances of 
the examination or in the carrying out of treatment. In the first instance, a 
very sensitive patient may have her whole relationship with the physician 
alienated if he does not recognize her sensitivity and puts her through too 
strenuous an examination during the first session. Again in the treatment, the 
patient who comes in after a great deal of delay and worry for fear she has 
a chronic appendix must have her diagnosis presented to her carefully in 
order that the whole subsequent treatment process may not be cut off. 

That leads us to what must be considered a general principle affecting all 
medical practice and medical education. That is, that the division of the 
patient among a variety of people violates the thing that we consider essential 
in dealing with the unit personality. If the patient coming to a gastro-enter- 
ologist has a boil which the gastro-enterologist feels he has to call in a surgeon 
to deal with, the former is losing out with that patient. If the patient comes 
to a psychiatrist and on the way slips and cuts his scalp and the psychiatrist 
can’t sew up that wound, he also is losing out with the patient. This dividing 
of the patient is a problem facing medicine generally and one that will find its 
solution from the sort of studies that Dr. Reeve and Dr. Jefferson have been 
making. 
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Edward athaniel Brush 


Dr. Brush has finished his work. On the evening of January 
tenth, he died of pneumonia after an illness of only five days. He 
had been active in the business of the JouRNAL and the Association 
until the very last. During the final week of December, 1932, he 
attended meetings of Council in New York City, where it was felt 
his collaboration and advice were indispensable. His excellent 
health and energies were a matter of remark at that time. 

During December he had completed an article on the Care of 
the Insane in Maryland, which is to form a part of a larger work— 
The Medical History of Maryland—now in preparation. Only two 
days before his death Dr. Brush was giving a final reading to some 
of this copy. Indeed it was not until this day that his condition 
began to cause anxiety. He himself was fully aware of the 
change, and he expressed the opinion that he would not get well. 
Until within the week his plans had been going forward as usual, 
and it was found that he had made an appointment to see a patient 
on the very day of his death. 

The length and richness of his own experience, his long career 
as editor of the JouRNAL, and his phenomenal memory, gave to 
Dr. Brush a grasp of the development of American psychiatry 
such as few men have had. His outlook was always conservative 
but catholic and tolerant, his patience untiring, his interest in the 
careers and advancement of the younger men unfailing. After 
retiring from the editorial chair he continued to give generously 
of his time and counsel to lighten the duties of his successor and 
forward the interests of the JouRNAL. His support will be sadly 
missed. 

Dr. Brush’s life and work have been admirably epitomized in a 
recent number (May, 1932) by his life-long friend Dr. Blumer. 


It is sufficient now to recall Dr. Blumer’s letter. 
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To the family of Dr. Brush, and particularly to Mrs. Brush and 
to his daughters, Mrs. W. Hall Harris, Jr., and Mrs. Lloyd Parker 
Shippen, and to his son, Nathaniel, the JourNAL extends deepest 
sympathy. 

Greenmount Cemetery lies in the heart of Baltimore. It is an 
ancient place. Here much of the history and the romance of the 
city and of colonial Maryland may be retraced. Opposite its gates 
stands the stately house of the Lord Baltimore Press, where during 
many years the JouRNAL has been printed. Here in his usual 
health came Dr. Brush on January fourth, on a business errand 
in connection with this January number. From the main offices 
of the Lord Baltimore Press one may look out across the avenue, 
over the walls of Greenmount, and there on a bit of rising ground, 
just below the summit of a gentle slope, the Chief now rests. 

C. B. F. 


} 


j2otes and Comment. 


CRIME AND THE ENDOCRINE GLANDs.—In the September 1932 
issue of the JoURNAL appeared a paper by Dr. Louis Berman of 
New York entitled “ Crime and the Endocrine Glands.” In the 
October 28 number of Science was published a report upon this 
paper written by Dr. W. H. Howell. This item, which was also 
supplied as a mail report of Science Service, is reproduced herewith: 


CRIME LAID TO DISTURBED ENDOCRINE FUNCTION.* 


Matt Report OF SCIENCE SERVICE, WASHINGTON, D. C., 
OcTOBER 17, 1932. 


By Dr. W. H. Howe i, 


Chairman of the National Research Council, Formerly Director School of 
Hygiene and Public Health, of Johns Hopkins University. 


In the AMERICAN JOURNAL OF PsycHIaTRY, Dr. Louis Berman of New 
York City, widely known as the author of a sensational book on “The 
Glands Regulating Personality,” advances the thesis that a good portion 
of delinquency in the young and of criminality in the adult is due to dis- 
turbed function or imbalance in function of the endocrine glands of the 
body, the pituitary, thyroid, adrenal, thymus and reproductive glands. He 
supports his views by a comparative study of 250 criminals and 280 normal 
persons, upon whom examinations were made of basal metabolism, blood- 
chemistry, radiograms of the skull, and the state of function of the endocrine 
disturbances more frequent in the criminal class, but that even the blood- 
chemistry is different, the criminals showing a higher concentration of 
uric acid, more non-protein nitrogen, etc. 

The author goes into great detail in regard to the endocrine imbalances, 
listing certain combinations that are correlated with robbery and burglary, 
others with grand larceny, still others with petty larceny, with murder, 
fraud, forgery, rape, arson and assault. Diagnoses are made with seeming 
ease and accuracy, as illustrated in two cases in one of which the result 
is expressed as thymus + 4, adrenals — 3, gonads — 2, in the other, thyroid 
+4, thymus + 4, parathyroid —4. He describes also several cases of 
juvenile delinquents in which the subjects were regenerated and rescued 
by adequate endocrine therapy. On the basis of his theories Dr. Berman 
advocates the establishment of great regional endocrine clinics throughout 


* Written especially for Science Service. 
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the country for the examination and treatment of delinquent children 
and in addition preventive clinics to which all children should be taken 
for periodic surveys of the condition of their endocrine functions. 

Even a cursory reading of the paper creates a feeling of scepticism and 
it is not likely that his over-confident speculations will find any more 
support from sober scientific research than his previous extreme views 
on the relations of personality to endocrine function 


Following the appearance of this report the subjoined letter was 
received from Dr. Berman: 


Dear Dr. FARRAR: 

In the last (October 28) number of Science, there is, under the head- 
ing of Science News, several paragraphs on Crime and Disturbed Endo- 
crine Function, signed by W. H. Howell, who, I presume, 
Howell, the physiologist of Johns Hopkins University. These paragraphs 
refer to my paper, “Crime and the Endocrine Glands” published in the 
September issue of the AMERICAN JOURNAL OF PsycHIATRY. As _ these 
paragraphs do not simply report or abstract the essential news of the paper, 
but are, in effect, an attack upon it, casting aspersions upon its methods 
and conclusions (which I have never seen before done regarding any item 
reported in its section of scientific news), I feel called upon to protest, 
and to answer and rebut its general tenor. 

Professor Howell begins by referring to me as “the widely known 
author of a sensational book on ‘ The Glands Regulating Personality ’.” It is 
extremely unfair to limit my status simply to that of the author of a 
widely known book. Darwin's “Origin of Species” aroused the same 
kind of interest and his opponents used words equivalent to ‘“ sensational” 
in attacking it. 

I have been working continuously in the field of clinical endocrinology 


is Professor 


for the last 15 years. During a large proportion of these years, I have 
done research in the field of laboratory endocrinology. I have during 
this time examined and treated with endocrine methods in my _ private 
practice and in institutions about five thousand children and about three 
thousand adults. In 1921 when I published the first edition of my book, 
“The Glands Regulating Personality,” I developed a new point of view 
and a new method of classifying the personalities of human beings which 
I had found useful in medical practice. I collected all the evidence avail- 
able on the subject, organized it together with my own observations and 
submitted the manuscript as a medical monograph to the medical depart- 
ment of the publishers, MacMillan and Company. The early reviews of the 
book and the favorable comment of such men as Professor Oliver Osborne 
of Yale University and Professor Edward Conklin of Princeton University 
attracted general public attention to the views of the book. That is the 
history of the “sensationalism” of the volume which Professor Howell 
mentions as the first of his derogatory remarks. A new edition of the 
book was published in 1928 which presented further evidence and a con- 
tinued elaboration of the ideas originally presented 
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Professor Howell then goes on to be disparaging about “diagnoses 
made with seeming ease and accuracy.” These diagnoses were obtained 
by means of methods, as well standardized as any clinical method, used 
in endocrine clinics and by endocrinologists the world over. They in- 
volved great attention to detail, being made as carefully, completely and 
thoroughly as they possibly could be made. By means of a battery of 
physical, metabolic, biochemical and radiographic tests, the function of 
each endocrine gland was rated upon the basis of + 4 for maximum func- 
tion and — 4 for minimum function and corresponding ratings in between. 
These determinations were made as “soberly” and “seriously” as any 
scientific work could be made. 

It seems to me that Professor Howell is distinctly over-stepping the 
bounds of his authority as a physiologist and laboratory worker in ven- 
turing an evaluation of work done in the field of clinical endocrinology 
which is quite without his range, and which has been approved by eminent 
endocrinologists and criminologists. He has done absolutely no work in 
the field and speaks purely ex cathedra, As regards my “extreme views 
on the relations of personality to endocrine functions,” expressed in my 
book, I have pointed out in its second edition, published in 1928, that all 
the new developments in endocrinology in the intervening seven-year period 
have more than confirmed and supported the evidence there presented. 
And in the third edition I am preparing for publication in 1933, I shall 
show how the astounding discoveries of the last five years have provided 
the strongest kind of reinforcement for the endocrine conception of per- 
sonality determination and regulation. When a laboratory worker in the 
field of endocrinology like Professor Guyer of the University of Wisconsin 
can write as he did (‘“ The Internal Secretions and Human Well-Being” 
Science, August 14, 1931, Vol. 74, No. 1911, p. 159-66, quot. p. 7), “we 
have in the internal secretions a series of powerful agents which pro- 
foundly influence our body-structure, our health and our whole person- 
ality,” he defines the present status of my views on the subject originally 
propounded in 1921. I was very careful in that book to state what I con- 
sidered positive, what probable and what possible. But those who gave 
it a “cursory reading” and those who without reading it repeated its 
unjustified condemnation by ignorance, prejudice and lack of clinical ex- 
perience, are now falling into line in admitting that the endocrine rela- 
tionships of personality are making them the center of modern medicine 
in the study of infection, resistance, growth development, maturation, 
senility and the control of abnormalities of behavior and mentality. 

Professor Howell asserts that “it is not likely that his over-confident 
speculations will find any more support from sober scientific research 
than his previous extreme views on the relations of personality to endo- 
crine function.” I deny that and I deny it emphatically. I challenge 
Professor Howell to state a single one of my views on the relations of 
personality to endocrine function that has not been strengthened and 
corroborated by subsequent “sober” scientific researches or that has been 
negated by them. I also challenge him to point out a single error of 
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reasoning, method or fact in the paper he has seen fit to attack so pre- 
cipitately. Professor Howell’s assertions are absolutely without founda- 
tion. It is a mystery to me why they were made. I should like to know 
what are the motives behind the entry of an academic physiologist into 
the fields of clinical endocrinology and practical criminology. 
Sincerely yours, 
Louts BERMAN, 
1050 Park Avenue, New York, November 5, 1932. 


In replying to Dr. Berman it was suggested that his objections 
to the notice in Science should be submitted to Dr. Howell for his 
further comments, in order that the correspondence might be pub- 
lished. This Dr. Berman did. Dr. Howell’s reply follows: 


SCIENCE SERVICE, 
WASHINGTON, D. C. 
December 9, 1932. 
Dear Dr. FARRAR: 

I am in receipt of a note from Dr. Louis Berman enclosing a copy of 
a letter from him to you in which he enters an objection and criticism 
of a notice, written by me for Science Service, bearing upon his paper 
in the AMERICAN JOURNAL OF PsycuHIatry. He states that you desire for 
publication my comments upon his letter. I have no desire to enter into 
a controversy upon the matter, but may state simply the facts in the 
case as they appear to me. 

In my connection with Science Service, | was asked to write a report 
of his paper. In my opinion it was an objectionable paper from the 
standpoints of presentation and of the nature of the evidence offered for 
the sweeping conclusions formulated, and I indicated this opinion in the 
notice that I wrote. 

Dr. Berman takes the ground, apparently, that I had no right to pass 
unfavorable judgment upon the merits of his paper, because, in the first 
place, it is not the function of Science Service to comment on the researches 
which it reports, and, in the second place, that I, as a physiologist, am 
not competent to express an opinion upon the work of a clinical endo- 
crinologist. 

With regard to the first objection, I may say that it is within the scope 
and policy of Science Service to report interpretatively upon the current 
literature of science. With regard to the second, it is quite possible that 
I may not be qualified to understand Dr. Berman’s work, but I call his 
attention to the fact that the evidence which he presented for his views 
was based largely on physiological tests of his subjects and with such 
matters I have had experience extending over many years. 

No one can appreciate more than I do the vast importance of the in- 
ternal secretions in the economy of the body; It is because of my great 


interest in the subject and my knowledge of the difficulties surrounding 
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the study of these secretions that I objected to his uncritical methods and 
the meager and uncertain evidence upon which his conclusions are based. 
J am aware of the fact that Dr. Berman has been occupied with the clinical 
study of this subject for many years, but, so far as I know, he has made 
no recognized contribution to our knowledge of the functions of these glands, 
and in his role of interpreter to the public he has done a disservice to the 
subject by an unwarranted freedom of speculation under the guise of scien- 
tific research. 

If you desire to publish these comments in connection with Dr. Berman’s 
letter, I would suggest that it might be appropriate to publish also my 
notice of his paper as it appeared in Science Service. 

Let me express to you my appreciation of your cooperation and that 
of The American Psychiatric Association with Science Service. Our staff 
values the privilege of receiving proof of the JourNAL that you kindly 
furnish and we hope that you and your colleagues will not hesitate to sug- 
gest how our work can be advanced from time to time. 

Very truly yours, 
W. H. Howe t, 
Chairman of the Executive Committee. 

To this letter Dr. Berman has made a further rejoinder; but 
as he therein directly invites a re-rejoinder which it is unlikely that 
Dr. Howell would care to offer, it seems to be the part of wisdom 
not to prolong the discussion at this time. 


MENTAL HycieNe BuLiLetin.—In the November-December 
issue of this official publication of the National Committee for 
Mental Hygiene the announcement is made that as one of the re- 
trenchments necessitated by the present world depression, publica- 
tion of the Bulletin must be suspended. 

The first number of this mental hygiene news sheet appeared in 
January, 1923. It has completed therefore exactly 10 years. Dur- 
ing this decade the social sciences have been getting acquainted with 
each other ; they may be credited with having at length developed 
among themselves, so to say, an actual social consciousness, in the 
foreground of which looms the realization that the proper study 
of mankind is man. In this happy evolution mental hygiene has been 
a major influence. The 10-year period just closed has been historic ; 
and its outstanding features will be found faithfully recorded in 
the pages of the Bulletin. Here was presented in convenient form 
world news from the fields of psychiatry, mental hygiene and kin- 
dred activities. Not alone for current information but also as a 
work of reference it has been invaluable. 
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It is interesting to note that the leading item in the first number 
was entitled “‘ International Mental Hygiene,” dealt with plans for 
the organization of an International Committee, and pre-visioned 
the “ First International Congress on Mental Hygiene,” which was 
held in Washington in 1930. 

One of the landmarks in the development of psychiatric education 
on this continent was the expansion program, inaugurated by 
Dean Winternitz at Yale University, resulting in the admirable 
Institute of Human Relations. The following significant words of 
Dr. Winternitz are quoted from Mental Hygiene Bulletin of March, 
1923. 


The future development of the school involves the development of psychi- 
atry (at present a subsection of medicine) into a section, coordinate with 
the sections of medicine, surgery, diseases of women, and pediatrics. It has 
been decided to make psychiatry an independent section; first, because the 
subject is a most important one and, second, because instruction in this 
field cannot be properly developed as a subdivision of general medicine. 
Furthermore, it is a recognized fact that the teaching of psychiatry in a 
majority of the schools of the country is most inadequate. The trend toward 
specialization in modern medicine has concentrated attention on almost all 
other anatomical and functional units. With the realization of this tran- 
sition, there has been an increasing interest in psychiatry, and it is confidently 
believed that the recognition of this subject as a major division in medical 
school organization will bring about much the same renaissance and de- 
velopment as has occurred in pediatrics during the past decade. 


The introduction of psychiatric services into general hospitals 
is one of the most momentous advances in contemporary mental 
medicine. The urgent need of such services in general hospitals 
was voiced in a Bulletin editorial of March, 1925. 


To meet in an adequate manner the hospital needs of its community is the 
goal of the modern general hospital. It is the desire of the staffs of such 
institutions that they shall be able to care for all classes of patients that 
may come to them for treatment. They point with pride to their solaria 
for the tuberculous, to elaborately equipped exercise and massage rooms 
for orthopedic and joint-disease cases, to specially designed delivery rooms 
for maternity cases, and to isolation wards for septic surgical patients. 
Rare indeed is the hospital that is not equipped to treat diseases of these 
kinds. 

But the staffs of most general hospitals are prone to overlook the needs 
of one important class of patients—the sufferers from nervous and mental 
disorders. 
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There are many patients with these disorders to be found in every 
hospital where surgical and medical cases are treated. They tend to fall 
into three general groups: those who are suffering from temporary nervous 
or mental illness from which they will likely recover under adequate 
provision for treatment, but who do not necessarily require commitment 
to a hospital for mental disease; those whose illness is essentially physical 
but whose incapacity is prolonged because of the usually unrecognized 
mental state of the patient; and, lastly, those who have translated their 
fears and mental conflicts into physical symptoms. ... . 

Here, then, in any general hospital is ample evidence of the need for 
a psychiatrist. As yet, he is to be found in relatively few institutions of 
us sort. . ... Working in harmony with the surgeon and the internist, 
the psychiatrist is able to contribute his share toward increasing the 
efficiency of the hospital as a whole and to aiding in a specific way a group 
of patients whose illness can be materially shortened by the understanding 
he brings to bear upon the causes and treatment of their difficulties. 

When the value of this joint relationship between general medicine and 
psychiatry is more widely appreciated, the psychiatrist in the general hos- 
pital is likely to become as familiar a figure as the surgeon. 


In the May-June, 1932, issue of the Bulletin the present status 
of the relationship of the general hospital to the mental patient is 
discussed. It is pointed out that today more than a hundred general 
hospitals, representing at least half the states of the union, have 
provided facilities for the examination and treatment of mental 
cases, and that fifty or more such hospitals have special psychiatric 
wards. This feature of general hospital development was one of 
important topics at the International Hospital Congress at Vienna 
last summer and all speakers endorsed the view that psychiatric 
services should be established in connection with general hospitals. 

It is recognized that in his daily practice the family physician is 
confronted quite as often with mental problems as with physical 
disabilities, and that likewise in the various services of the general 
hospital a knowledge of the fundamentals of psychiatry and mental 
hygiene is essential for both doctor and nurse. 

That these views prevail widely today there can be no doubt. 
Says Dr. Haven Emerson, Professor of Public Health Adminis- 
tration in Columbia University : 


I am entirely of the opinion that every general hospital worthy of the 
name should offer a portion of its beds to patients with mental illnesses. 


Says Dr. S. S. Goldwater, Hospital Consultant, New York City : 


From time to time I have expressed the opinion that it is needful, ap- 
propriate and practicable for a large general hospital to establish, as part 
58 
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of its regular service, a small division where mental and borderline cases 
can be suitably cared for, especially during brief periods intended for diag- 
nostic observation. 


Says Dr. Thos. J. Heldt, Director, Psychiatric Dept., Henry 
Ford Hospital, Detroit : 


We are convinced that all types of psychiatric patients can be managed 
in a general hospital with adequate facilities and understanding personnel. 
More liberal provision by general hospitals for the care of neuropsychiatric 
cases will do much to relieve our state institutions. 

Another great movement, the progress of which the Bulletin has 
noted from time to time, has been the coming together on terms of 
better mutual understanding of criminal jurisprudence and psy- 
chiatry, with a clearer view of the part each has to play in dealing 
with the criminal. Lest it be forgotten we may here recall that in 
1927 Alfred E. Smith, then governor of the State of New York, 
proposed the following radical changes in criminal law practice in 
felony cases (Mental Hygiene Bulletin, Jan., 1928): 

That the jury should determine only the guilt or innocence of the accused. 

That after a jury has returned a verdict of guilty, sentence should be 
imposed not by the judge who presided at the trial but by a special state 
board to be created by constitutional amendment. 

That the membership of this board should include legal experts, psy- 
chiatrists and penologists as full-time employees of the state. 

That this board should determine whether a convicted felon should go 
to a state prison or to a mental hospital; and that it should determine 
the length of punishment and the extent to which he might become eligible 
for parole. 

We recall also that for several years the American Bar Associa- 
tion has been giving careful study to the psychiatric aspects of 
criminology. At its annual meeting in 1929 (Mental Hygiene 
Bulletin, Nov.-Dec., 1929), the Association adopted the following 
resolutions : 

I. Resolved, That the American Bar Association go on record as stating 
the following matters to be desirable: 

(1) That there be available to every criminal and juvenile court a 
psychiatric service to assist the court in the disposition of offenders. 

(2) That no criminal be sentenced for any felony in any case in 
which the judge has any discretion as to the sentence until there be 
filed as a part of the record a psychiatric report. 

(3) That there be a psychiatric service available to every penal and 
correctional institution. 
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(4) That there be a psychiatric report on every prisoner convicted 
of a felony before he is released. 

(5) That there be established in each state a complete system of 
administrative transfer and parole, and that there be no decision for 
or against any parole or any transfer from one institution to another, 
without a psychiatric report. 


II. Resolved, By the American Bar Association that the various state 
and local associations be requested to give consideration to the recommenda- 
tions in Resolution “I,” as a part of their programs during the coming 
year, and for this purpose to secure the cooperation of their respective 
state and local medical associations. 

III. Resolved, That the Committee on Psychiatric Jurisprudence be con- 
tinued for further study of this field, in cooperation with committees for 
the American Psychiatric Association and the American Medical Association 
and that it be empowered to adopt such means as in its judgment are best 
suited to effectuate the purpose of these resolutions. 

The educational value of the Bulletin in keeping its readers in- 
formed of the state and progress of the social sciences, with par- 
ticular orientation from the mental hygiene standpoint, has been 
very great. That economic conditions have made its suspension 
necessary is a matter of genuine regret. The JOURNAL pays its 
respects to the editors of the Bulletin, past and present, and 
especially to Mr. Paul O. Komora who since January, 1931, has had 
sole editorial charge; and to the National Committee we express 
the hope that ere long ways and means may become available for 
the resumption of this valuable publication. 


DeatH OF Dr. Ktine.—Dr. George Milton Kline, Commissioner 
of the Department of Mental Diseases of Massachusetts for the 
past 15 years, died suddenly on January 5, 1933. Dr. Kline had 
been ill at his home for several weeks with heart trouble but had 
recently shown improvement. On the afternoon of his death his 
wife and his nurse went for a walk and on their return found him 
lying unconscious on the floor. His physician reached him in a 
short time but was unable to restore him. It is believed that Dr. 
Kline turned on the radio and heard the broadcast of the death of 
Ex-President Calvin Coolidge. These two men had been close 
friends for many years and it is probable that the emotional shock 
was too much for Dr. Kline. It is a coincidence that their deaths 
should be similar. 

A memorial will be published in a later number of this JouRNAL. 


Association and Wospital WWotes and J2ews, 


INTERNATIONAL CONGRESS FOR THE PROTECTION OF CHILp- 
HOOoD.—The announcement has been made that an International 
Congress for the Pre tection of Childhos rd will be held in Paris, July 
4 to 9, 1933. The Congress will comprise eight sections with sep- 
arate programs as follows: 


1. Maternity. Prenatal examination. Chairman, Dr. Couvelaire, Pro- 
fessor of the Faculty of Medicine of Paris. 

2. Early infancy. Importance of technical education for mothers in the 
prevention of infant mortality. Chairman, Dr. Mouriquand, Professor of 
the Faculty of Medicine of Lyon. 

3. Later childhood (3 to 14 years). Physical development of children of 
the school period. Chairman, Dr. Dufestel, General Secretary of the As- 
sociation of Medical Inspectors of the Schools of Paris and the Seine. 

4. Adolescence. Physical development of youths from 14 to 18. Chairman, 
Dr. P. Chailley-Bert, Professor of Faculty of Medicine of Paris. 

5. Abnormal children. Practical training measures for mentally abnormal 
children. Chairman, Dr. G. Paul-Boncour, Professor of Criminology and 
Anthropology, and Medical Director of the Institute of Pedagogy, Vitry-sur- 
Seine. 

6. Social service. Social work with chikiren of school age. Chairman, 
Dr. Armand-DeLille, Physician to the Hospitals of Paris. 

7. Legal section. Guardianship of extra-marital children. Chairman, M. 
Leredu, Senator, former Minister of Hygiene. 

8. Miscellaneous topics. Chairman, M. Imbert, Chief of Inspection Service, 
Ministry of the Interior 


Membership fee, including privileges of presenting papers and of 
receiving the duplicates of the Congress, 100 francs ; associate mem- 
bership 50 francs. Information may be obtained by addressing the 
General Secretary of the Congress, 26, Boulevard de Vaugirard, 


Paris XV. 


ce, 


ASSOCIATION AND 


1933 | 


HOSPITAL 


NOTES AND NEWS SO4A 


APPLICATIONS FOR FELLLOWSHIP AND MEMBERSHIP.—The fol- 


lowing physicians have made application for election to membership 
or fellowship in the Association. The names are published for the 
information of the members. The Membership Committee would 
appreciate receiving comment from members of the Association 
regarding these applicants. Such communications will be treated 


confidentially and should be addressed to Dr. C. 


W. 168th St., New York, N. Y. 


OQ. Cheney, 722 


JUNE, 1933. 


APPLICANTS FOR FELLOWSHIP. 


Alexander, Franz, 420 Memorial Drive, 
Cambridge, Mass. 
Dershimer, Frederick William, 125 Broad 


York, N. Y. 
Diethelm, Oskar, Johns Hopkins Hospital, 
Baltimore, Md. 


St., New 


Feigenbaum, Dorian, 60 Gramercy Park, 
New York, N. Y. 

Kahn, Eugen, Cedar St., New Haven, 
Conn. 

Kubie, Lawrence, 34 E. 75th St., New York, 


Luten, Frank H., Vanderbilt University. 
Molloy, James P., J: 
Chicago, Ill 


, 6754 Constance Ave., 


Muncie, Wendell, Johns Hopkins Hospital, 
Baltimore, Md 

Perkins, Clifton Todd, Worcester State 
Hospital, Worcester, Mass 


APPLICANTS F 


Alpers, Bernard J., Spruce St., Phila- 
delphia, Pa 
Angus, Leslie R., 4 Vernon St., Hartford, 

Conn. 
, Osawatomie, Kans 
Baker, Elsworth Frederick, State Hospital, 


Marlboro, N. | 


Aten, Eugene I 


Ballard, John William, Delaware State Hos- 


pital, Farnhurst, Del 


Baugh, Frederick Hume Churchill, Home 


wood Sanitarium, Guelph, Ont., 
Canada 

Beck, Gilbert M., 40 North St., Buffalo, 
N. ¥ 

Bender, Lauretta, 308 |} St., New 
York, N. Y 


Bennett, Clyde Rolland, Farnhurst, Del. 
Bixby, David E., 
Cleveland, Ohio 


Cleveland State Hospital, 


Potter, Ellen C., 301 W. State St., Trenton, 


Rapaport, Walter, 508 16th St., Oakland, 
Cal. 

Satterfield, Val B., 109 College, New 
Haven, Conn. 

Shapera, William, 326 Highland Bldg., 


Pittsburgh, Pa. 

Sherman, Mandel, The University of Chi- 
cago, Chicago, III. 

Sleeper, Francis Harper, Worcester State 
Hospital, Worcester, Mass. 

Super, Albert H., Pennhurst, Pa. 

Wittels, Fritz, 93 Central Park West, New 
York, N. z. 

Yorshis, Morris, Worcester State Hospital, 
Worcester, Mass. 


MEMBERSHIP. 


Be sworth, Herbert R., DePaul Sanitarium, 
New Orleans, La. 

Brush, A. Louise, White Plains, N. Y. 

Brussel, James A., Pilgrim State Hospital, 
Brentwood, L. I. 

3urdick, Dorothy S., 


Burling, Temple, 907 S. 


White Plains, N. Y. 

Lincoln St., Chi- 
cago, IIl. 

Crandell, Archie, Greystone Park, N. J. 

Curran, Frank, 14 E New York, 

Danforth, Mary, East Gardner, 

Denker, Peter G., 139 E. 66th St., 
York, N. Y. 

Earl D., Western State Hospital, 

Bolivar, Tenn. 


30th St., 


Mass. 


New 
Dorris, 


Duncan, Dean Hume, Medical Arts Bldg., 


Shreveport, La. 
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Dyar, Edna Gerrish, State Hos 
Mental Diseases, Howard, R 

Epstein, Samuel H., 475 C 
Ave., Boston, Mass. 

Freedman, Harry Leo, Atti 
Attica, N. Y. 

Gebirtig, Theodore, Greystone Park 

Gill, John R., Central State H 
Petersburg, Va 

Gitelson, Maxwell, Michael Reese H 
Chicago, III. 

Gollick, William A., Kings Pa 

Harris, Titus H., Galveston, Texa 

Hays, Robert R., Danville State | 
Danville, Pa. 

Ilennessy, Maurice A. R., 18; 
Brooklyn, N. Y. 

Hersloff, Nils B., 320 E 
York, N. Y. 

Ilogan, Bartholomew W., U. S. N H 
pital, Philadelphia, Pa 

Hopwood, Arthur T., | 
Ohio. 

Hurst, Daniel D., Henry Ford H 
Detroit, Mich. 

Jefferson, Rolland, 4200 FE. oth A 
ver, Colo. 

Kidd, Robert A., Jr., 683 E. B 
Columbus, Ohio 

Kindwall, Josef A., White Plains, N. \ 

Klein, Elmer, 14 E. Madison St., Balt 


Md. 
Knopf, Olga, 315 E. 68th St., New \ 
Kubanek, Joseph L., State Hos] 
Mental Diseases, Howard, R. | 
Kuhns, Ralph H., 750 S. State S 
Ill. 


Little, L. Gilbert, Cleveland State | 
Cleveland, Ohio. 

Littner, Max, Delaware Stat H 
Farnhurst, Del. 

Lott, George McClelland, Roon . 
House, Providence, R. | 

McCandliss, William Kerr, State H 
Trenton, N. J. 

McIntosh, Ronald B., 11 N 
Philadelphia, Pa. 


Mangun, Clarke W., Mt. Pleasant, Iov 
Marshall, Berry C., 419 Hawt ne R 


Baltimore, Md 
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Book Reviews. 


Studies in the Dynamics of Behaviour. By Carvin P. Stone, CHESTER W. 
Darrow, CARNEY LANptis, Lena L,. Heatu. Edited by K. S. LASHLEY. 
(Chicago, Illinois: The University of Chicago Press, 1932.) 


As the title indicates this book consists of a group of studies whose basic 
principle is an endeavor to understand the mysterious forces behind the 
behavior of an individual, or, briefly, what motivates social attitudes. The 
authors readily admit that they are just feeling their way into the unexplored 
field of social behavior, but one sometimes wonders if we are not leaving the 
intellectual arena all too soon. Are not these two factors so inexplicably 
woven together that by knowing one, an acquaintance with the other is quickly 
established? Is it not then that our knowledge of the former is still so incom- 
plete that our comprehension of the latter remains in a nebulous state? 

However, as the editor indicates he is not asking for a criticism of the 
subject, but rather that the reports be judged from the point of view of an 
“adventure in methodology ” as it is now recognized that soundness of prepa- 
ration is much more important than an accumulation of “indecisive data.” 
The present day trend in the experimental field is to spend ten months on 
method, one month in experimentation, and one month in preparation of the 
findings. This procedure is to be highly recommended. 

The editor has compiled three studies utilizing widely variant materials 
and methods, but sharing in common a biological background. The first by 
Calvin P. Stone deals with the “ Wildness and Savageness in Rats of Differ- 
ent Strains.” Wildness and savageness were arbitrarily differentiated by 
itemizing some eleven outstanding behavior components and allotting five 
or six to the expression of wildness and the remainder to savageness. Albinos 
and wild strains were then rated on these characteristics as they were observed 
during performance in certain controlled situations. A three-point rating scale 
was satisfactorily used. The experiments were well controlled, and after 
allowing for any inherent weaknesses the author concludes: “ Differences in 
the trait of wildness and savageness were clearly displayed by our half-breeds 
and full-wilds as compared with the albinos, quarter-breeds and yellow-hoods 
prior to the age of twenty days. This fact, together with that of the persis- 
tent difference shown in later life, strongly suggests that the differences 
arise from hereditary rather than environmental factors.” 

The second part of this section deals very simply but accurately with the 
“Dominance of the Hiding Tendency over Hunger” using similar strains. 
The animal for the moment is forced into a conflict between the desire for 
food and the desire for hiding. It is shown that “ the degree of hunger required 


to displace the concealment tendency roughly varies with the 


latter’s 
strength.” 
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The third phase of the work is concerned with maze-learning as influenced 
by timidity and wildness on the part of the rats. Again, it will prove most 
helpful to quote the author in his final conclusion: “ Although timidity and 
wildness in rats may give equivocal learning data if not overcome by taming, 
the results of this experiment suggest that these tendencies may be suff- 
ciently allayed by systematic handling and strong hunger motivation to insure 
against failure of obtaining a degree of persistence and effort in genetically 
wild and timid rats quite comparable to that obtainable from domesticated 
albinos.” Dr. Stone is to be congratulated on the saneness of approach and 
the thoroughness of his work. Although not absolutely conclusive the 
findings are positive for the genetic inception of the so-called temperamental 
traits and their shaping by environment. 

In the second section of the book under the joint authorship of Chester W, 
Darrow and Lena L. Heath, the field of animal experimentation is left 
behind for the more difficult task of studying humanoid personality dif- 
ferences from a physiological standpoint. The authors apply certain physio- 
logical tests to a selected group of individuals who are supposed to show par- 
ticular personality traits as judged by their answers to questionnaires, namely 
the Thurstone Neurotic Inventory and the Northwestern University Intro- 
version-Extroversion Test. With regard to the experiments suffice it to say 
that once more they have been painstakingly performed and the variables 
controlled as far as possible. The physiological tests chosen showed a maxi- 
mum of psychological expression. The results are not in keeping with the 
findings of other writers but one feels that the failure is due to the method 
of measurement of the personality traits rather than error in method of pro- 
cedure. The answers of an average healthy group selected at random in the 
world’s population would undoubtedly rate as neurotic using the Thurstone 
questionnaire forms. Each question requires one or more sentences to explain 
it and the answer would have to be equally long, demanding a representative 
group of persons to judge the final statements and categorize the subjects. It 
would be intensely interesting to see this work repeated using some other 
criteron than that requiring “a fair degree of truthfulness and insight on the 
part of the examinees.” A method possessing the qualities of Dr. Stone’s work 
in which arbitrary divisions may vary “ without altering general conclusions, 
for all our data are based on the composite or total score’? would be advis- 
able. For the moment, the authors do not need to designate the recognizable 
traits but merely to correlate certain “x” reaction tendencies with “ y” per- 
sonality traits as observed by the experimenter and as they suggest the study 
should be repeated with the average or so-called normal individual and the 
so-called psychopathic type. With this technique one would not be surprised to 
find positive rather than negative findings provided the same experimental 
procedure was followed. Pages 240-241 under the caption “ Discussion” are 
praiseworthy for the authors’ absolute fairness in their judgment of their own 
work. 

The third and last section is “An Attempt to Measure Emotional Traits in 
Juvenile Delinquency ” by Carney Landis. The study is divided into two parts, 
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the first a series of tests, of recognized value indicating certain “ psycho- 
pathic” or emotional tendencies, given to a selected group of boys at the 
Chicago Detention Home. The second part consists in giving a different set 
of tests, but with the same aim to a selected group of girls at the Long Lane 
Farm. The main object of this study is to evaluate the tests used and judge 
the feasibility of their utilization in future test performances in the study of 
delinquency, taking for granted that the majority of children coming in 
conflict with the law are at least emotionally unstable. The author was unable 
to show any degree of reliability between the tests used and the traits to be 
measured, further—‘ Neither age, race, nor social offense is related in con- 
stant fashion to either emotional stability or to the tests which we have 
employed in this investigation.” The study also failed to show that “ emotion 
is a function of the autonomic nervous system,” but this can hardly be 
regarded as an objection to their theory until scientists are sure that the elec- 
trical response is solely dependent on the autonomic nervous system. The 
experimenter is working with something quite intangible in the light of 
present day knowledge. What is “psychopathic personality?” Each one 
interested in human study—personality, character, temperament—has a dif- 
ferent conception of this indefinable term. How difficult then to try and 
measure it. Dr. Landis is fully aware of this fact and in his discussion pre- 
sents many interesting problems for further perusal and investigation. 

The editor is to be congratulated on the work he has so carefully super- 
vised and compiled. He asks for judgment of the methods used and in reply 
one cannot help but reiterate that the studies would have been better had the 
experimenters worked absolutely independently of the results of previous 
investigators and relied on their own opinions for the motivation of social 
attitudes. The format is good and this book can be heartily recommended 
for the library of every one interested in social and experimental psychology. 

R. MacLacHLan FRANKS, 
Toronto Psychiatric Hospital. 


Fools and Folly. By BARBARA SWAIN, 


(New York: Columbia University 
Press, 1932.) 


A clever review of the rise and fall of the fool as a symbolic figure 
during the middle ages and the renaissance. 

In the common usage of the terms fool and folly in the twentieth century, 
their original meaning has almost entirely disappeared. There is a tendency 
to forget the part played by the fool in drama, in the dance, in art, in 
politics, in the church, in fact, in all cultural, religious and social organiza- 
tion. Apart from the house fool who usually belonged to the mental de- 
fective group, the fifteenth century fool possessed a degree of intelligence 
frequently superior to those in power. The difference in their attainments 
lay in the fact that the former had certain innate personality traits which 
acted as a deterrent to ambition and achievement but left him free to take 
life as it comes. He was a valuable asset to both the church and the state. 

The author pays particular attention to the work of Erasmus but also 
refers to the opinions of outstanding authors in Latin, French and English 
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literature. Exceptionally noteworthy is the chapter on the Joyous Societies, 
the history of their descent from the Feast of Fools, the efforts of 
church to suppress them and their persistence. 

This work presents a phase of life which will interest students of literature 
drama, the church and state. 


the 


“Folly, as it grows in years, 
The more extravagant appears.”—BuTLER 


R. MAcLACHLAN FRAnks, 
Toronto Psychiatric Hospital, 


Annual Report of the Surgeon General of the Public Health Service of the 
United States for the Fiscal Year 1932. (Washington: Government 


Printing Office.) 


In this report of Surgeon General Cumming (Treasury Department docu- 
ment No. 3053, obtainable in cloth for $1 from the Superintendent of 
Documents, Washington, D. C.), are presented encouraging data concern- 
ing world health conditions. “ During the calendar year 1931, cholera was 
not reported outside of Asia and the adjacent islands.’ 936 cases were 
reported in the Philippines (4600 cases in 1930). 

The recorded incidence of plague, however, showed an increase (1931, 
56,000 cases; 1930, 45,000 cases). “Asia is the great reservoir of plague 
as well as of cholera.” During 1931 more than 28,000 persons died from 
plague in India alone. 

Yellow fever is on the wane, but is still endemic in wide regions of 
Africa and South America. 

“The general trend of smallpox prevalence has been downward since 
1920 (temporary increase in England and Wales, 1920 to 1927,—“ there 
has been some opposition to vaccination.”). Total smallpox cases reported 
by international health agencies in 1931 was 160,000 (1930, 315,000 cases). 
The number of deaths was cut in half (1031, 33,000 deaths; 10930, 65,000 
deaths). 

Since 1920 typhus fever has steadily declined; there was little change 
in world prevalence in 1931 as compared with 1930, when some 26,000 
cases were reported, more than half of these being in the U. S. S. R. 

In the United States general health was maintained at a high level 
despite unfavorable economic conditions. The tuberculosis death rate reached 
a new low at 66.3 per 100,000 population (1930, 68.8 per 100,000). Small- 
pox incidence in 1931 (24.4 cases per 100,000) was the lowest since 1916, 
Reports from the various states varied from 3000 cases of smallpox in 
Indiana to none in Delaware, the District of Columbia, Maryland and Rhode 
Island. The drop in death rate from pellagra from 6.2 per 100,000 in 1929 
to 4.8 in 1931 is due to preventive measures by health departments in local- 
ities concerned, There was no case of cholera or yellow fever or plague 
reported in the United States in 1931. 

Both the birth rate and infant mortality rate established new lows. 
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Research projects carried on by the department cover a wide range 
from stream and air pollution, leprosy in Hawaii, cancer studies at Harvard 
and at the National Institute of Health, to the mental hygiene of childhood. 

Of special interest is the report of the Division of Mental Hygiene, 
in charge of Assistant Surgeon General Treadway. This division has 
been 1n operation since June, 1930. Its first major undertaking was the 
study of drug addiction in the United States. Two narcotic farms have 
been authorized by Congress. Construction of the first of these, at Lexing- 
ton, Kentucky, began in January, 1932. A second narcotic farm will be 
developed in the vicinity of Fort Worth, Texas. 

The Division of Mental Hygiene has also been charged with the re- 
sponsibility of establishing psychiatric services in federal, penal and cor- 
rectional institutions. This matter was reported upon by Dr. Treadway 
in the JouRNAL, July, 1932. 


Hydrotherapy in Hospitals for Mental Diseases. By ReBeKAH WRIGHT, 
M.D. (Boston: The Tudor Press, Inc., 1932.) 


It is impossible to do full credit to this real contribution in a brief 
synopsis or in the usual type of book review. It has been my pleasure to 
work with Dr. Rebekah Wright at the McLean Hospital, when we opened 
our new hydrotherapy departments during the past year. Dr. Wright has 
had a long experience as a psychiatrist and hydrotherapist, and in this book 
she has covered the subject so completely that no psychiatrist can afford 
not to have a copy, nor to fail to read the book and use it as a reference 
guide. 

Dr. Wright deals with the subject of hydrotherapy in all its various 
aspects, from the details of physiological changes produced by different 
hydrotherapeutic prescriptions as well as the technique of the several types 
of treatments, together with the methods of recording procedure and results, 
to the executive features of hydrotherapy and its telative importance in 
the program of hospital management. 

In the latter portion of the book, the author deals with the more material 
aspects of lay-out and construction. Here she discusses the planning and 
equipment of hydrotherapy suites. This section should prove very helpful 
to mental hospital superintendents who are contemplating changes and re- 
newals in this department. 

The greatest contribution to the clinical psychiatrist is found in that 
part of the book which is devoted to the more strictly scientific aspects 
of hydrotherapy. The author deals magnificently with the most practical 
problems of everyday practice, taking up the therapeutic effects of various 
hydrotherapeutic applications and the essentials for the success of these 
measures and the types of hydrotherapeutic prescriptions recommended in 
various psychiatric conditions. 

In conclusion, it would seem that Dr. Wright has, from her long ex- 
perience and intimate knowledge of mental hospitals, discovered a need 
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and filled that need in this valuable contribution, which is at once a text. 
book, a reference book and a guide to this important phase of psychiatric 
therapy for the nurse, the physician and the hospital superintendent. Diregy 
beneficiaries of the better understanding of the principles and practice of 
hydrotherapy which this book provides will obviously be the patients under 
care in mental hospitals. 
KENNETH J. TILLOTSON, 
Psychiatrist-in-Chief, McLean Hospital, 


Collected Papers from the Research Laboratory for Experimental Therapy, 
Vol. 1. By Ukrainian State Psycho-Neurological Institute. (Moscow: 
State Medical Publication Press, 1932.) 


This volume of collected papers is issued by the Laboratory for Experimen- 
tal Therapy in Moscow. The main object of the publication is to report the 
results of treatment of general paresis and other luetic brain affection with a 
preparation extracted from animal brain tissue and called “lipocerebrin.” We 
shall first consider the experimental and biochemical phases of the problem, 

According to Kissin and Ssimiskaia lipocerebrin in form of emulsion con- 
tains 47 per cent of organic phosphorous including lecithin and cephalin, a 
certain amount of cerebrosides but no traces of cholesterol or protein. 

Biriukow and Dodogorskaia have found that rabbits tolerate intravenous 
administration of 2 to 4 per cent lipocerebrin in doses up to 10 cc. and more 
quite well. Following the administration the blood lipin concentration increases 
to 69 per cent showing a gradual drop during the following days. By re. 
peated administration they were able to maintain a constant high lipin content, 

Dodogorskaia alone made similar studies on a group of neuro-syphilitics, 
In 64.3 per cent of the cases she found a gradual increase of the lipoid phos- 
phorous mirror in the blood during the course of therapy. In 50 per cent of 
these cases there was a concomitant clinical improvement. In 35.7 per cent 
no change in the lipoid phosphorous content was noted; 7.15 per cent of these 
cases showed no change clinically and 10.7 per cent showed a distinct aggra- 
vation in the clinical course. It seems that when lipocerebrin fails to produce 
an increase in the blood lipin the clinical course of the disease remains sta- 
tionary or else takes a downhill direction. Dodogorskaia also observed that 
these patients with neuro-lues, who under lipocerebrin therapy show a decrease 
in blood cholesterin usually show improvement clinically and that a certain 
parallelism exists between these two factors 

More detailed clinical studies were made by Choroschko and his co-workers. 
They report results with lipocerebrin treatment on 50 cases of general paraly- 
sis, II cases of taboparesis and 12 cases of cerebral syphilis. At the end of 
one year’s observation 23 of the paretics attained a “ pronounced improve- 
ment” and returned to their usual activities, 20 other paretics have improved 
but not sufficiently to resume work for a livelihood; no change occurred in § 
cases and 2 paretics became definitely worse. This group of patients was di- 
vided, according to the degree of illness prior to institution of treatment, in 
three categories. Less favorable results were noted in the third group—cases 
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far advanced clinically. The cases with cerebro-syphilis showed approximately 
the same results as the paretics ; in taboparesis the results were less faverable. 
Choroschko also attempted to correlate the results of treatment with duration 
of illness, age of patient and physical state and he seems to draw the conclu- 
sion that lipocerebrin makes a better showing than malaria, all factors being 
equal. Lipocerebrin is administered in doses of 2 cc. intra-muscularly daily 
for a period of from 40 to 60 days. No complications were observed during the 
course of therapy and no fever was registered at any time. 

The rationale seems to be based on the assumption that the depleted lipoids 
in the organism especially in the brain are restored. Another assumption is 
based on the theoretical consideration that lipoids are acting as antigen bodies 
binding the “ sessile receptors” and thus preventing an attachment of toxins 
to the receptors and with it a subsequent destruction of the cells to which the 
receptors are fixed. 

The writer prefers to reserve judgment and await further developments 
with this new method of treatment. 

NorKIN. 


Psychodiagnostik. Methode und Ergebnisse eines Wahrnehmungsdiagnos- 
tischen Experiments. By Hermann Rorschach. (Bern and Berlin: 
Huber, 1932.) 


It is gratifying that Rorschach’s brilliant work has received enough interest 
to warrant the appearance of a second edition. The increased interest in types 
and in methods of approaching a differentiation of types has contributed to 
the demand for this very important technique devised by Rorschach. It has 
spread over the entire world, and a bibliography added to this edition contains 
references to the most important French, Russian, German, Spanish, and 
American articles written up to 1932. The simplicity of the test on the one 
hand, and the comparative ease of analyzing complex symptoms on the other, 
will no doubt insure further interest in the test. 

Dr. W. Morgenthaler has given a short account of Rorschach’s life, and 
explains that no major changes have been made in this new edition. A picture 
of the young psychiatrist has been added. The temptation was great to take 
account of recent literature, but the technique was so dependent on the per- 
sonality of its inventor that it was finally decided not to make any changes. 
Deep gratitude is expressed by the editor to Frau Rorschach who aided in 
many ways in the preparation of the new edition. An article by Rorschach 
published posthumously by Dr. Emil Oberholzer entitled “ Zur Auswertung 
des Formdeutversuchs” (Z. f. d. ges. Neurol. u. Psychiatrie, 1923) has been 
added at the end of the book. There is also a separate bibliography of 
Rorschach’s own publications. The cards used in the test are in a separate 
carton. 

The method has been described fully elsewhere and further discussion of 
it is unnecessary. 

HERBERT SHUEY, 
University of Kansas. 
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A Study of Error. By Cart C. Brigham (New York: The ( 


lege Entrance 
Examination Board, 1932.) 


As the subtitle of this book indicates it is “a summary and evaluation of 
methods used in six years of study of the scholastic aptitude test of the 
College Entrance Examination Board,” of which Professor 
Associate Secretary. 

It is a monumental work which clears the ground and points the way 
for “the systematic cataloguing of errors,’ which as the author states in 
concluding this study, “ should provide the basis needed for a genuine science 
of education.” 

An approach to the subject of intelligence testing presupposes some clarity 
as to the topic of meaning. Some of the obscurity attaching to this word as 
a result of divergent ways of psychological interpretation, Brigham endeavors 
to remove at the outset in his discussion of the viewpoints of Titchener and 
Dewey. But the medium of social communication and likewise the instru- 
ment of the intelligence test is language, which is a system of symbols; it 
is therefore necessary to explore the subject of symbolism. This forms the 
content of the second chapter. The science of education as the author defines 
it is “ that science which regards experience as dependent upon a pluralism of 
communicating individuals. The subject matter of this science 
sidered, is societal, and, materially considered, is symbolic.” The remaining 
chapters are devoted to “ Methods of treating symbols objectively.” 

The following quotations (p. 226) summarize the major portion of the work 
and indicate the experimental stage it has now reached 


srigham is 


, formally con- 


“We began with a consideration of two alternative viewpoints toward 
meaning, the descriptive (Titchener) and the societal (Dewey), and re- 
viewed the great contributions to the latter viewpoint made by Ogden and 
Richards. We pointed out that Spearman’s first law merely left open the 
possibility of an existential psychology, while the second and third laws were 
alternative locutions descriptive of the fact of meaning. In reviewing the 
history of intelligence tests, we peeped into the impalpable under the guid- 
ance of experimental psychologists, and gaze 


1 on the hypostatized powers 
and faculties of the testers. We accepted Lorimer’s account of thought and 
language. E. B. Holt acted, without consent, as our biological and epistemo- 
logical ally in “accepting” Lorimer and Bogoslovsky. The history of in- 
telligence tests also led us into a survey of certain mathematical postulates 
transmuted into psychological entities, and we finally emerged with a notion 
of group factors based on Pearson’s notion of contingency which proved 
alternative with Thomson’s sampling theory. 

“We then directed our attention to symbols and the study of symbolic 
situations set and the solutions given. It was found possible to treat these 
situations and solutions descriptively without introducing ‘explanatory’ con- 
cepts. Each type of test material showed approximately identical solutions 
when repeated on a population similarly sampled. Our studies were not 
directed toward symbols in general but symbols in particular and as used. 
Realizing the finite nature of particular symbols and operations with symbols, 
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we proposed a science of education which would study symbols as recurring 
phenomena and attempted to find experimental and statistical techniques for 
fulfilling Ogden and Richard’s prophecy in this respect. The present writer 
does not feel that all of these purposes have been accomplished but has 
merely sought to indicate methods and present preliminary results.” 

A consolidated table in an appendix showing the number of individual 
examinations in centers throughout the country in which the scholastic apti- 
tude test was given during the years 1926 to 1931 inclusive, gives an indica- 
tion of the enormous volume of work upon which this book is based. The 
material of the text, however, the views presented and the conclusions 
reached are those of the author. The volume represents, as he explains in 
the preface, “the appraisal of one individual of the work of many different 
individuals.” In such a work involving necessarily much that is theoretical 
along with the mass of observational data, this is undoubtedly the method 
of choice. No compilation could take the place of the critical presentation by 
a single individual such as that here offered. 

The book is in quarto format. Owing to the nature of the tables and 
the amount of statistical material to be presented the whole text was set 
up on the typewriter, then reproduced by a photo-lithographic process. The 
result is splendid evidence of the miracles which can be wrought with a 
typewriter. The text is illustrated throughout with detailed reproductions 
of test material. The volume closes with the complete annual reports of 
the Commission on Scholastic Aptitude Tests covering the six year period. 
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jn Memoriam. 


GEORGE M. ROBERTSON, M. D., LL.D., F. R. C. P. ED. 


On March 28, 1932, Professor George M. Robertson, physician- 
superintendent of the Royal Edinburgh Hospital for Mental and 
Nervous Disorders and professor of psychiatry in the University 
of Edinburgh, died shortly after he had announced his resignation. 
He had for some time been in poor health but had maintained his 
usual keen and alert interest in his professional work up to the end. 

Professor Robertson was born in India, received his early edu- 
cation at St. Andrews, Scotland, graduated in medicine in 1885 
from Edinburgh University. He became an assistant physician of 
Dr. (later Sir) T. S. Clouston at the Royal Edinburgh Hospital 
for Mental and Nervous Disorders, at that time called the Royal 
Edinburgh Asylum at Morningside. After some years at Morning- 
side he became superintendent at Murthly and later at Larbert, 
and in 1908 he succeeded Sir Thomas Clouston as physician- 
superintendent at Morningside, and was appointed lecturer in 
mental disorders at Edinburgh University. Eleven years later when 
the lectureship was raised to a chair of psychiatry, Dr. Robertson 
was the first incumbent of this chair. 

Professor Robert’s contribution in his own special field was not 
so much along the line of special scientific investigation as of 
administrative innovations. He did much to hospitalize the asylums 
with which he was associated, introducing female nurses to an extent 
previously not considered safe or desirable. He was an excellent ad- 
ministrator, progressive, responsive to new trends, the enemy of 
all formal restrictions which hampered the free admission of mental 
patients to suitable places of treatment. He developed a large num- 
ber of small nursing homes closely affiliated with the mother 
institution at Morningside but offering a much more flexible pro- 
gram of treatment. 

In the course of his professional career he received many honors, 
was president of the Royal Medico-Psychological Association, was 
president of the Edinburgh branch of the British Medical Associa- 
tion, on three occasions delivered the Morison Lectures to the 
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Royal College of Physicians of Edinburgh, and was Maudsley 
lecturer on one occasion. He was president of the Royal College 
of Physicians of Edinburgh from 1925 to 1927, and in 1931 re- 
ceived an honorary LL.D. from the University of St. Andrews. 

The modern treatment of mental patients in Scotland had no 
more enthusiastic advocate than Professor Robertson, and his 
energetic and optimistic personality enabled him to carry through 
measures to an unusually successful conclusion. To his receptive 
mind the visit to the First International Congress of Mental Hy- 
giene at Washington in 1929 was unusually stimulating, and he 
talked with great appreciation of the contacts which he established 
with his colleagues in America. 


C. Macrie CAMPBELL. 


DR. THEODORE A. HOCH. 


We reprint herewith, with the kind permission of the Massachu- 
setts Psychiatric Society, the following memorial which was 
adopted at a recent meeting of the Society: 


Dr. Theodore A. Hoch, Superintendent of the Northampton State Hospital, 
and a member of this Society died suddenly in August, 1932. 

Dr. Hoch was born at Niles, Michigan, on October 9, 1878. He was gradu- 
ated from the medical department of the University of Michigan in 1900. 
After graduation he joined the staff of the Worcester State Hospital, serving 
as assistant physician, pathologist, and assistant superintendent from 1900 
to 1912. From 1912 to 1925 he served on the staff of the McLean Hospital at 
Waverley. In January, 1926, he was appointed Assistant Commissioner of the 
Department of Mental Diseases, which position he held until appointed super- 
intendent of the Northampton State Hospital. He assumed the duties of this 
position on February 1, 1930. 

Dr. Hoch was a member of the following societies: Massachusetts Medical 
Society, American Psychiatric Association, Massachusetts Psychiatric So- 
ciety, Boston Society of Psychiatry and Neurology, New England Psychiatric 
Society, and the Northampton Rotary Club. He was also Assistant Pro- 
fessor of Psychiatry at the Tufts College Medical School. 

He was married in 1906 to Lenora McNiven, who, with one daughter, 
Janet, survives him. In his death psychiatry has lost a keen observer and a 
splendid counsellor. His place in the community will be hard to fill and his 
place in the hearts of those who knew him will never be filled. 
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